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HARMON SMITH, M. D., NEW YORK CITY, IN THE CHAIR.

Dr. Harmon Smith of New York welcomed the guests and
visualized the present status, scientific, intellectual and social
of the association.

The aims and aspirations of this body should not be to fill
the full quota of membership, nor to crowd the program with
numerous essays, but rather to emphasize merit at the expense
of numbers, remembering that "much is not many."

Dr. Smith then made a plea for the amalgamation of otologic
and laryngologic associations, for the reason that the coming
specialist will be compelled to familiarize himself with the ear
as well as with the nose and throat.

Results of the Mosher Operation for O'acryocystltis.

DR. CHARLES ,V. RICHARDSON, Washington, presented the
patient. This was an extremely infected case; the infection
ran way up to the brow and was tremendously infiltrated.
The whole inner side of the conjunctiva was ulcerated over a
large area and there was marginal ulcer of the cornea. This
was really the worst case I had, and the suppuration has en
tirely disappeared. This is the most satisfactory type of
operation, giving the most perfect results and there is very
little trouble with it. Of course, these two were extreme cases.
The infiltration in the face was terrific. There would have
been a great deal of breaking down of tissues and scarring if
it had not been operated upon when it was.
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Observations on the Art and Technic of Bronschoscopy and
Esophagoscopy.

By THOMAS HUBBARD, M. D.,

TOLEDO.

Certain precautions are referred to, such as .differential diag
nosis of the various types of dyspnea, which the broncho
scopist is called upon to differentiate, and in particular that.
caused by large thymus and peribronchial gland pressure simu
lating body symptoms.

The function of the anesthetist is mentioned. He is the
most important assistant, not only in the matter of posture
of the patient, but also to watch for danger symptoms inci-
dent to exploration of the bronchi. .

Sudden asphyxia is usually caused by shifting of the foreign
body to the glottis or into the functioning lung or to the sud
den release of pent up secretions below the foreign body, over
flowing into the open bronchus.

The cause of the bronchorrhea or flooding below the point
of obstruction is due partly to irritation of the mucosa, and
in the completely occluded bronchus to the almost continuous
high negative pressure.

The surgical lesson is to aspirate deeply the bronchus which
has been occluded by the foreign body, to prevent flooding
of the open br~l11chus, and also it is advised to turn the patient
onto the affected side to check the overflow.

Syncope during bronchial exploration may be due to vagus
pressure or tension due to prying around deep in a bronchus.
In other words, faulty adaptation of the axis of the exploring
tube to the bronchial axis. Some of these fatalities are prob
ably ascribed to status lymphaticus.

DISCUSSION.

DR. CHEVALIER JACKSON, Philadelphia, stated that Dr. Hub
bard's observations were very interesting, and he could cor
roborate from his experienec many of the points that he
made. He thought, however, that cocain was dangerous in
very young children. Dr. Freer used it, he understood, for
septum operations in older children; but a large part of for
eign body bronchoscopy is done in infants in whom cocain is
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out of the question. The only objection he had to raise to
general anesthesia was in obstructive laryngeal dyspnea, in
which the patient was using the accessory muscles of respira
tion in making a fight for air. If these accessories are put out
of commission by artificial sleep the patient is in a dangerous
condition. Under general anesthesia, if the breathing is ob
structed mechanically by the bronchoscope or esophagoscope,
we have again a condition of danger. Personally he preferred
to work without anesthe.sia and with the cooperation of the
patient, but each should follow the didates of his own con
science and experience in the matter. Every laryngologist
should be able to examine the larynx without any anesthesia,
general or local.

Dr. Hubbard urges strongly deliberate anesthesia. The
antonym is precipitate. Dr. Jackson has always opposed pre
cipitate hronchoscopy. Dr. Ingals has pointed out the danger
of prolonged bronchoscopies in children~ Dr. Jackson's use
of the stop watch is to prevent time waste. It does not accme
to the benefit of a child to wait with the bronchoscope in po
sition while a forgotten instrument is hunted up and sterilized.
Before we start, everything is supposed to be ready and to
go over the operator's ear when asked for.

Dr. Jackson differed with Dr. Hubbard in regard to the
toxicity of the peanut. He thought Dr. Hubbard's statement
as to flooding indicated a reaction to the presen~e of a peanut
kernel. There is no flooding in a recent case of metallic for
eign body. The reaction varies with the individual, just as the
reaction to scarlet fever 0r any other specific infective agent.
The adult bronchi do not react to the presence of a peanut
kernel.

DR. HARRIS P. MOSHER, Boston, spoke of two points made
by Dr. Hubbard, namely, the need for deliberation in the per
formance of bronchoscopy, and flooding of the lungs rather
than anaphylaxis as a cause of respiratory embarrassment
after bronchoscopy. In doing bronchoscopy too much empha
sis has heen put on time. The stop watch is a dangerous thing
in the hands of the beginner. It is all right for a past maste-r
like Dr. Jackson, but it gives the rest of us a sense of hurry.
In bronchoscopy preparation is just as important as delibera
tion in its execution. Everything possible should be worked
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out beforehand. The more bridges that are crossed before the
operator gets to them the better. He also believed that flooding
of the lungs will be found, as Dr. Hubbard suggests, to play
as much a part in the reaction which follows the inhalation
of a peanut as the toxicity of the peanut.

DR. JOHN MURPHY, Cincinnati, said he had not seen the
hook Dr. Hubbard is using now, but in his early days he had
a very unpleasant experience with the hook method. In one
ca~e the hook became fastened in the lung, and he spent a few
minutes of unpleasant time in extracting the same. Since then
he had been very cautious in using the hook, and he had found
it not so successful as did Dr. Hubbard. We have all taken
most of our lessons from Dr. Jackson, yet the speaker did not
use the stop watch, but tries to do the operation with extremely
careful preparation that. we may be deliberate; yet not lose
time before anything is done to the patient.

DR. D. BRYSON DELAVAN, New York City: The history of
bronchoscopy reflects undying credit upon American discov
ery and invention. Horace Green of New York first discov
ered the tolerance of the larynx to the presence of a foreign
body. ,Joseph O'Dwyer demonstrated that the larynx would
tolerate the presence of a foreign body for an indefinite length
of time. Having perfected a tube for the ordinary purpose!>
of intubation, O'Dwyer devised a tube with very thin walls,
large interior diameter and straight sides, for the express pur
pose of introduction into the larynx, ip. order to aid the ex
pulsion of foreign bodies inhaled into the trachea or bronchi.
Many times, at the request of Dr. O'Dwyer, the speaker had
experimented with him by means of the ordinary laryngo-·
scope in demonstrating the bifurcation of the trachea through
the above mentioned tube inserted in the larynx of a living
patient. Dr. O'Dwyer had a clear idea of what he intended
to do and wrote a paper 011 the subject. His studies were in
terrupted by his death, but not until the practicability of his
invention had been proved by actual demonstration. A little
later Edison invented the electric'lamp, the endoscope was de
vised, and the combination of that with the O'Dwyer foreign
body tube quickly led to the bronchoscope. All who have
contributed to the final brilliant result deserve credit, but the
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real glory belongs to O'Dwyer, the actual originator and dem
onstrator of the fundamental idea.

DR. Hl!NRY L. SWAIN, New Haven: He would like to say a
word in regard to diagn0sis. He had occasion in three days'
to' make diagnosis between tumor and foreign body in the
larynx, either one of which the m~dical attendant hoped that
I might remove. He discovered paralysis' of the posterior
cricoarytenoid, which was causing the customary inspiratory
and expiratory dyspnea, and the attendant had become con·
fused and thought some foreign body was in the larynx.

DR. HUBBARD (closing): The speaker said that he had
neglected to call attention to the one fatal case in the whole
series, bronchoscopic and esophagoscopic. Physicai examina
tion indicated that the foreign bodY'was probably in the left
bronchus. The half kernel of tne peanut was readily removed'
from the right bronchus, but he did not aspirate the left. The
family physician reported daily improvement, but when he
was called the fourth day the right lung was quite clear, but
the left lung was impervious. The baby died soon after. The
infant had too much night exposure; he was taken to Toledo
Hospital at 4 a. m., and in general there was careless nursing.

Dr. Jackson unduly emphasizes the trauma incident to de
liberate operating. It is more important to avoid the trauma
of introduction by having a quiet patient. A word as to neg
ative pressure 'as a factor in flooding of the lung. A plugged
bronchus (the accident would naturally occur early in inspir
3tory effort) would'show negative pressure during thoracic
expansion until this is satisfied by a fluid transudate and then,
as Dr. Jackson says, it would become positive. The fact that
fever and all symptoms like pneumonia vanish as soon as the
pent up fluid and debris are aspirated indicates that the secre·
tions are the foreign protein which cause fever.

In regard to the hook method of removing safety pins: he
used a strong curved hoo~ to tum the safety pin, and the
shield hooks are adapted to freeing and shielding the point
where it seems advisable to remove the same by forceps.
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SYMPOSIUM.
The Radical Frontal S,inus Operation With Report of Cases.

By FIl~Ll)1NG O. LEWIS, M. D.,
PHILADELPHIA.

In a large percentage of cases 'in which there is a chronic
suppurative process in the frontal sinus, the radi'cal operation
affords the best means of a permanent relief from such dis
tressing symptoms as rerurring or persistent pain and head
aches, purulent nasal and postnasal discharge, alarming ver
tigo, gastrointestinal lesions and focal infections.

There are a certain group of cases in which some form of
radical procedure is unquestionably the only method of treat
ment, namely, those cases with external fistul<e, intracranial
complications, extremely large sinuses, with their often pres.
ent septal divisions, bone necrosis, severe orbital complications,
and when the intranasal operation has been unsuccessful.

By radical operation is meant the Killian or 'Some of its
many slight modifications. This cannot he accomplished by
chiseling a small hole through the anterior plate any more
successfully than a mastoid operation can properly be per-
formed through a small opening in the mastoid cortex. .

In a somewhat limited experience in about forty cases oper
ated on radically, a complete removal of mucous membrane, a
careful examination of the septa when present, as diseased
cells are often concealed at their base, and good nasal drain
age are imperative in order to secure a complete cure.

A postoperative deformity depends, of course, upon the size
of the sinus and the amOl1nt of necrosis of the anterior plate.
Those patients, particularly those past the age of vanity, are
so delighted with the cessation of the symptoms that they
prefer to retain their defect, though sometimes marked, rather
than submit to what some have feared might be a return of the
old trouble.
The Diagnosis and Treatment of Diseases of the Nasal Accessory

Sinuses in Children.

By CORNELIUS G. COAKLEY, M. D.,
NEW YORK.

The existence of an infection of the paranasa1 sinuses can
not always be readily predicated in: the case of a child. The
difficulties of examination and the uncertainty of some of the

 at Purdue University Libraries on July 8, 2015aor.sagepub.comDownloaded from 

http://aor.sagepub.com/


1172 AMERICAN LARYNGOLOGICAL ASSOCIATION.

tests are in indirect proportion" to the age of the patient. The
younger the child the more one has to consider the proba
bility of the infection rather than be able to make a positive
diagnosis.

The maxillary sinuses, the frontal sinuses and the ethmoid
cells are primarily evaginations of the nasal mucous membrane
developed from furrows or ridges in the superior and middle
meati. The sphenoid sinuses develop in connection with the
cartilaginous nasal capsule, and in a sense are primarily con
strictions of the nasal mucosa from the dorsocephalic part of
the nasal fossa::.

The speaker divides these into groups according to age.
Group 1. Those between the ages of eight and twelve.
Group 2. Tho~e between the ages of five and eight.
Group 3. Those under five years.
The justification for :this cIaslsification may he found partly

in the stage of development to which the sinuses have arrived
at these ages, partly by the certainty with which one may make
the diagnosis and partly the treatment required in each group
to effect a cure.

The complete examination of a child for suspected para
nasal sinusitis often cannot be completed at a single sitting.
The nervous child dreads the very sight of instruments and is
apt to resent their use. By tact and patience on the part of
the examiner and by proceeding with the examination a little
at a time we find it possible, at a second or third visit, to ex
amine those in Groups 1 and 2 as satisfactorily as we do our
adult ·cases. In Group 3 we can seldom make what we con
sider a complete examination] owing to undeveloped nasal
cavities.

For a complete examination of the sinuses our procedure
is as follows:

A. Anterior rhinoscopy.
B. Posterior rhinoscopy.
C. Anterior rhinoscopy after contracting and anesthetizing

. the nasal mucosa with a weak solution of cocain, 1 per cent,
and adrenalin, 1/20,000.

D. Posterior rhinoscopy, as in C.
E. Transillumination of the frontal and maxillary sinuses.
F. Inspection of each naris in the inferior meatus, middle
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meatus and the posterior nares with the nasopharyngoscope.
. G. Radiographs of the sinuses, anteroposterior and trans

verse views.
In Group 2 each of these procedures may usually be readily

carried out, and from the composite results a very accurate
diagnosis can usually be made. Transillumination of the 10
year-old is not apt to be reliable or as valuable as in the 11 and
12-year-old, so much importance is not given to the lack of
illumination in the frontal and maxillary regions of the cases
of 8, 9 or 10 years. Radiographs of the sinuses in this group
are very helpful. The maxillary cavities by this time are suf
ficiently pneumaticized to show clearly when not diseased.
The anteroposterior view of the frontals, however, if appar
ently cloudy, must in part be judged by their depth. If deep
and cloudy they are diseased, but if shallow and cloudy they
may not be diseased.

For confirmation of the other evidences of paranasat sinu
sitis we rely very greatly upon the use of the nasopharjngo~

scope. \Vith the nasal mucosa anesthetized and contracted
with the cocain adrenalin spray there is often too much secre
tion in the nose for the use of this instrument. The removal
of the excess secretion· cannot be done by douching or irriga
tion, as the bubbles of air that are formed in the middle and
superior meati and in the nasopharynx prevent one from view
ing -the orifices of the several paranasal cavities. We suck
out all of the visible secretion within the nose and nasopharynx
by means of a small metal tube carried into the naris -and
back to the nasopharynx. The end of the tube is directed to
wherever secretion is visible, be it inferior or superior meatus.
The pharyngoscope is gently but quickly passed along the
floor of the naris until the distal end touches the posterior
pharyngeal wall. With lens vertical in this position one may
see the anterior surface of the sphenoid, note the degree of
inflammation or edema in the region of the ostium sphenoidal
and incases of infection of this sinus usually see a small
threadlike white or slightly yellow streak of discharge coming
through the ostium. Failing to see such discharge at a single
examination does not prove that the sphenoid is not infected,
for we have many times not seen a discharge at the first visit,
only to find if at a subsequent one.
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Group 2. Children Between Five and Eight Years Old.
The same routine of examination is carried out in this group
as in Group 1. Posterior rhinoscopy is apt to be difficult or
in younger ones impossible. Transillumination is most un
reliable in these cases. The frontals scarcely illuminate at
all, except in cases of unusu"al development. Transillumina
tion of the maxillary sinuses is generally poor and unreliable,
owing to the fact that the developing ~nd unerupted teeth give
an even darkness under the orbit. If one side does show some
what darker than the other, one never knows whether it is due
to an infected antrum or to a lesser degree of pneumatization
of the antrum in the stage of development.

Radiographs are of some help, but here, too, great care must
be used in reading the plate to differentiate between disease
and underdevelopmnt.

The pharyngoscope comes to our aid in finding the secretion
a.t the upper border of the posterior end of the inferior turbi
nate: The pharyngoscope can rarely be used in the middle
meatus in this group owing to the lack of space in the small
nares at this age. . ,

Group 3. Children Undcr Five Years of Age.-In this class
we are practically confined to such knowledge of the sinuses
as may be gained by radiographs. The reading of some plates
of this group by radiographers who have no opportunity of
checking up the clinical picture with the appearances of the
plate often leads to very wrong interpretation.

Treatment.-In Group 1 the treatment recommended is pre
cisely that which one would use for similar conditions in the
adult. If an antrum cannot be induced to drain satisfactorily
by keeping the nasal mucosa contracted, a trocar can be i~
troduced under the inferior turbinate and the cavity washed
out. We find it usually requires less time and f,ew·er irriga
tions to accomplish a cure in children than in adults.

In Group 2, owing to the size and position of the antrum
and the small frontals, irrigation of these cavities is seldom
advisable. Daily contraction of the nasal mucosa with cocain
and adrenalin, and irrigation of the nose with a warm saline
solution may be relied on to effect a cure.

In Group· 3 only irrigations as in Group 2 are necessary.
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One of the most important prophylactic measures against
r~curring paranasal sinusitis is the establishment as far as
possible of adequate nasal respiration. The swollen edematous
nasal mucous membrane mechanically blocks the outlets for the
secretion from the various paranasal cavities. The' thorough
removal or tonsils and adenoids is obvious. Whether the
operation should be performed during an attack or in the
interval between attacks must be considered in each case.
We prefer, if possible, to operate in the interval, but occa
sional cases are seen when no progress of the sinus disease
can be made until these hindran<+s to adequate respiration are
excised. We find those children with narrow nares and de
flected and thickened septa the most difficult to give proper
nasal respiration and drainage.

A residence for those who can afford it in a warm, dry cli
mate and a continuous outdoor life may be necessary in some
cases to restore the chronically infected mucous membrane
li1}ing the paranasal sinuses to normal.

Extradural Abscess Complicating Frontal SinusitIs.

Ross HALL SKILLERN, M. D., of Philadelphia, reported this
case.

A young man of 18 had considerable discharge from the
nose, headache and fever following swimming and diving. This
was followed by swelling of the right upper eyelid. This swell
ing was subsequently opened and pus evacuated"leaving two
fistulre. Roentgen examination showed opacity of the right
frontal sinus and right ethmoid.

Operation external. Loose sequester of one removed, ex
posing the sinus cavity, which was filled with pus and granu
lation tissue. There was a large defect in the posterior sinus
wall, exposing the dura. There was a large extradural abscess
with two ramifications.

Bacteriologic report oi the culture; from drain pus showed
staphylococcus pyogenes aureus in pure culture.

The patient was discharged four weeks after admission to
hospital.

DISCUSSION OF PAPERS BY DR. LEWIS, DR. COAKLEY AND

DR. SKILLERN.

DR. J. H. BRYAN, Washington, agreed with Dr. Lewis in
everything he said in regard to the need for radical operation

 at Purdue University Libraries on July 8, 2015aor.sagepub.comDownloaded from 

http://aor.sagepub.com/


1176 AMERICAN LARYNGOLOGICAL ASSOCIATION.

in these severe sinus cases. In regard to the Killian method,
the speaker was perfectly frank to say that he did not do it.
We arc operating on Americans, a great many of them are
women and they certainly do not want to be disfigured as the
Germans'disfigure their women. The cosmetic effects are
bad in the Killianqperation. It is not necessary, except in
extensive necrosis, to remove the whole anterior wall. He
makes quite a large section of the anterio~ wall, leaving quite
a bridge between the lower end of the resected bone and the
ridge. Jf you take away. quite an extensive section and do
not remove the entire wall, you will not get the depression.
Of course if the wall is necrotic it must be taken away, and
there is bound to be a certain amount of depression, but com
plete removal is not necessary unless necrosis is present. The
suture of this wound is important; he coapts. the edges care
fully and takes ten to fifteen sutures, more if necessary, to
bring the edges together perfectly. In many of his cases
there is almost an impossibility of determining whether the
patient has had an external operation.

In regard to Dr. Skillern's report o( a case of extradural
abscess following suppurating frontal sinusitis, he called at
tention to a case of extradural abscess following suppurating
frontal sinusitis due to a streptococcus hemolytic infection,
reported at the Boston meeting. This patient had undergone
several operations before coming under his care, and during
one of these operations the posterior wall of the sinus was
perforated, and it was through the opening the infection took
place, resulting in an extradural abscess. It was difficult to
localize· the abscess, as it had all the appearances of being in
the anterior lobe, but injection of nitrate of thorium through
the sinus leading to the abscess demonstrated very clearly that
it was extradural. A subdural abscess developed under the
corresponding anterior lohe and the patient died of meningitis.

DR. LJ;;WlS A. COFFIN} New York: For the relief of symp
toms, yes; for safety of operation as well as further welfare
of patients the radical operation as described by Dr. Lewis is
often imperatively demanded and offers the only certain re
lief. I have no sympathy with Dr. Bryan's suggested modi
fication of the Killian operation.
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DR. FRANCIS P. EM~RSON, Boston, stated that during his last
hospital service all children. under ten years admitted for a
postaural abscess had their accessory sinuses X-rayed as well
as the temporal bone. These cases were taken a§> they applied
for treatment, whether they had symptoms referred to the
nasopharynx or not. Out of 30 cases so examined 80 per
cent showed X-ray pathology in the antrum. In two there
was a suppurative ethmoiditis and antrum (maxillary), and
in two a pansinusitis on the side of the affected ear.

DR. JAM~S E. LOGAN, Kansas City, said the character and
location of the mucus incrustation in the nose made him be
lieve that the pathology of atrophic rhinitis might find explana
tion in previously existing sinusitis in childhood. In a paper
on atrophic rhinitis previously read before the asspciation he
attempted to prove the correctness of this theory, and never
had any reason to change his opinion.

DR. LEE W AIJ.,AC~ D$c\N, Iowa City: The speaker empha
sized the importance of nutritional therapy in the management
of cases of paranasal sinus disease in infants and young chil
dren. Regardless of the apparent condition ·of the baby or
young child, so far as its nutrition is concerned, he found it
to be of decided advantage to have not only the pediatrist
but an authority on nutrition assist in the treatment of this
class of cases. He reported an experiment which had been
made at the; University of Iowa which has some bearing on
this subject. This has given him food for thought. Dr.
Daniels, in the metabolic department, fed about twenty-five
or thirty white rats, with the expectation of trying to produce
by feeding xeroderma pigmentosa. She fed these rats on the
following: 18 per cent casein, purified; lard, lQ per cent; salt
mixture, 7 per cent; com starch, 65 per cent. As the result
of these feeding experiments typical xeroderma pigmentosa
was produced, and Dr. Daniels asked if she might have the
services of the chief pathologist to work out the pathologic
findings. The rats were sent over to our laboratory, and Dr.
Armstrong found that in every rat there was an .extensive
suppurative pansinusitis. White rats that had been fed on a
diet poor in calcium and phosphorus, the rachitic rats, had no
sinus disease. He did not report this with the intention of
stating that the absence of any vitamin will Droduce a tend-
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ency to paranasal sinus disease, but mentioned it simply be
cause of its interest in connection 'with nutrition and paranasal
sinus disease.

There was a woman in'the obstetric service with maxillary
sinus infection caused by hemolytic streptococci. She gave
birth to an infant who, when ten days old, developed nasal
discharge, and the hemolyti'c streptococcus was present in the
discharge. Nasal irrigation, suction, argyrol, etc., were used.
The infant developed a suppurative mastoid, was operated
upon and the ear became well. At the age of about seven
weeks the infant died. It was autopsied by Dr. Armstrong
and Dr. Medlar. In the paranasal sinuses much pus was
found. They believed that the cause of death in this infant
was a suppurative paranasal sinus disease, which persisted in
spite of our very best treatment.

DR. OTTO T. FREER, Chicago: The objections to the radical
Killian sinus operation are: The. danger of permanent diplo
pia due to detachment of the pulley of the superior oblique
muscle of the eye; great deformity in spite of partial removal
of the orbital roof, where the sinus is very large; the objection
that recovery is obtainable by the less formidable operation
of thorough drainage. In an example of permanent diplopia
seen by Dr. Freer and following a Killian operation done by
another operator the patient found the double vision so dis
tressing that he kept a patch over one eye, ceasing to use it.

While the large intranasal opening that may be made through
the nasal wall of the maxillary sinus makes successful treat
ment of chronic maxillary sinus suppuration easy, the intra
nasal operation upon the frontal sinus is uncertain as to re
sult, because this sinus is the physical equivalent of an in
verted bottle with a narrow neck filled with a thick fluid, pus
in the case of the frontal sinus, which fluid is retained in the
cavity.of the sinus by atmospheric pressure. For this reason
even a maximum intranasal opening into the frontal sinus made
by enlarging the fronto nasal duct may not give the good drain
age needed, especially as the operation is usually followed by
prolonged formation of granulations that obstruct the new
made passage. This condition is changed at once to the favor-'
able one of the maxillary sinus by through drainage with a
ruhber drain, size No. 10 to 12, English! the drain being in-
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serted through the brow near, the bottom of the frontal sinus
and passed into the naris from above, after the resection of
the middle turbinated body, by removal of the anterior eth
moid cells with the curette arid by cutting away the internal
nasal crest with a burr from above, unless it has already been
removal from below intranasally.

. DR. JOH:-f 11'. INGERSOJ.L, Cleveland, emphasized the point
Dr. Coakley brought out in regard to the interpretation of X·
ray pictures by the surgeon instead of by the radiologist.
Studying- the radiographs of the anterior posterior and lat
eral views helps very much in determining the condition of the
sintlses. The knowledge that we. get in that way, plus the
knowledge obtained in the clinical examination. is a very
material help in these caSC8. Then, too, the knowledge gained
in regard to the size and ~hape of sinuses helps in determining
what should be done in an operative way.

DR. VILRAY P. HI,AIR, St. Louis: We have had thirteen
cases of extradural abscess which had no treatment after oper
ation. The first child, five years of age, a simple incision high
up in the forehead and' removal of sequestrum and inferior
drainage relieved the situation. Another case was that of a
boy who had pain and swelling above the right eye. 'He had
had radical parasinus operation. In about August the boy
came back with an extemion of the frontal sinus operation.

The attempt was made to remove all bone from the affected
area, using highly concentrated methylene-blue to stain gran
ulations so we could ea~ily distinguish between granula.tions
and dura, which is not always easy to do. Most all of the
upper rart of his frontal bone for a distance of three inches
wide was removed by the speaker ana left in one place where
this thin layer of fibrin extended out beyond the excision. He
had another operation, removed later the bone from this area.
where he had left the layer of fibrin, because it had broken
dmvn in an abscess. Later he got a hlow on the head in this
area, and he came back, and then comes the question of re
moving bone from the c.urved area of the skull because that
is very bad for the patient to remove bone from this area. We
watched the case along, making stab drainage here and there,
and at this time' this heavy fibrin drainage deposit occurred
between the scalp and bone, and microscopic examination
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showed it to be full of lymphocytes, and the whole thing sug
gested "the possibility of syphilitic deposit, repeated Wasser
manns having been 'negative.

Summing up the case: First, as to the history, the strepto
coccus was found once, and that is perhaps the true cause of
it. He has had ten operations, either for drainage or removal
of bone, and he has had five blood transfusions, and in the
last operation, in spite of preoperative hlood transfusion and
something to raise blood clotting, the hemorrhage was so full
that he had to have packing. The X-ray picture is so typical
of syphilis that one cannot help thinking of syphilis, and we
know in dealing with the jawbone it does not raise very much
disturbance; that sepsis added to it, putting an instrwnent in,
will cause the thing to spread like "wildfire.

DR. EMIL MAYER, New York: This splendid demonstration.
of Dr. Coakley's, showing so clearly the -area of accessory
sinus disease in children. recalled to his mind the fact that
some years ago, when some of us had the temerity to say that
accessory sinus disease did occur, it was followed by a learned
dissertation by a German colleague to' the effect that there was
no such .thing; that it was an osteomyelitis, and that they were
tubercular foci. It has been demonstrated today, what we
said rather hesitatingly some years ago, that accessory sinus
disease in children does occur, and it is neecssary for us to pay
particular attention to the study and care of such.

DR. J. PAYSON CLARK. Boston, asked that in Dr. Lewis'
final remarks he state whether the cases have been free of
discharge following the operation.

DR. SAMUEL MCCULLAI;H, New York: I would call atten
tion to an irrigation apparatus made by Wregg of New York,
which practically consists of a Luc ear douche and a small
suction apparatus, through which a bottle can be put in the
hands of the patient. It has proved the most valuable adjunct
in the treatment of sinus disease in children.

DR. CORNELIUS G. COAKLEY, New York: If the Killian
operation is not a successful operation it has not been done
properly. When it is rightly done, there is no recurrence of
infection in that frontal sinus. Since changing the incision
the character of scarring has been very much improved. Start
the incision in the middle line and carry above and parallel to
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the external angle. It can be stitched' up evenly. The Kil
lian incision always puckers at this side, and this gives a much
better result cosmetically. The man who knows how to oper
ate will not have any interference with the superior oblique.
If you cut through the muscle you will have interference with
the action of the superior oblique, but if you lift up, pull the
sup~rior obliqqe, you go from above or below, and there will
not be a particle of diplopia left.

DR. NORVA!. H. PIERCE, Chicago: It has been stated that
whenever you perform a Killian perfectly anQ thoroughly you
will never have recurrence. Some months ago he reoperated a
case that Killian had operated on eighteen years before, where
drainage from the frontal sinus had been entirely obliterated.
He cited the case of a young girl, whose condition was alarm
ing from symptoms of meningitis. At the operation he took
away the entire anterior wall of a very large frontal sinus,
as much as could be retracted. He could not get up to the
median and upper portion of the wall, and at this portion there
was softening. In .order to further explore this thoroughly
he would have had to make an incision directly up in the
median line and reflect that flap and, as his heart got the
better of his scientific judgment, he did not do it. To his
great surprise, she became very much better after this opera
tion: Three weeks afterwards the drainage through the nose
was perfect, and there was a 'good big opening, through which
the Doctor could get a catheter. The external wound had
healed, the temperature was normal, the spinal puncture
showed normal fluid, the pulse was normal, the patient had
gained in weight somewhat. The only thing that aroused
any suspicion of an internal trouble was that the disposition
of the patient had changed. She was irritable, cross; she was
getting up at nights apparently without any reason, and trying
to wander out of the room. Following an automobile ride she
vomited, had headache, the temperature rose; spinal puncture
normal. She was put on the operating table, and we aban
doned our esthetic sense and made a free incision over the
dural portion of this wound and the eyebrow and turned back
the flap. We had not turned back the flap until out gushed
the pus. Then we found there had been a perforation of the
bone. This was enlarged down into the frontal sinus, the
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posterior wall of the sinus removed and about one. and a half
inches downward and outward was a fistula through the dura
which led into a brain abscess that contained at the time two
ounces of pus that we could collect by sponging. This is the
abs<:ess of a silent area of the brain, with nonnal temperature,
with nonnal cerebrospinal fluid, with normal pulse and, in
fact, with no symptoms other than' a slight accentuation of
the normal mental peculiarities of the patient.' The patient
recovered.

DR. LEWIS (closing): If he sinus is large, and has accessory
cavities, one must remove every vestige of disease to cure the
patient. This can be accomplished through a small external
opening, exyept where the sinus is extremely small. There
has been no permanent diplopia in any of the cases. There
have been transitory diplopia in a few of the cases.

.Answering Dr. Clark: As far as he knew, the cases have
been free of discharge following the operation. Relative to
the incision described by Dr. Coakley, he stated that he has
tried it in a few cases,. but felt that it did not give sufficient
room to reflect the whole orbital wall, which is so often essen
tial.

DR. COAKLEY: There was no odor to the discharge, but be
lieve there might have been. As far as nutrition is concerned,
practically all the cases are under expert care of pediatrists of
the city.

Shawl Pin Extractor.

DR. CHEVALIER JACKSON, Philadelphia: Dr. Tucker devised
this forceps that will not only prevent losing the pin, but bring
it back parallel to the axis of the bronchoscope. The least lit
tle touch will bring it in. It throws the long axis of the pin
parallel to the long axis of the bronchoscope. Simply press
it and it comes right in. The nearer the point you get in
general the easier your troubles will be, but the main consid
eration is when the point is stuck in and you get the point
out with the ordinary forceps, the pin gets crosswise the end
of the bronchoscope. This forceps throws it back parallel.
All you need to do is push it down. It is a most ingenious
thing.
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Jnclsor. for R~ropharyngeal Abscess.

DR. ReUBE~ SMITH: It is-just a simple instrument for open
ing retropharyngeal abscesses. The blade is so placed that it
faces the posterior wall and by depressing the handle it incises
the abscess.
Modern Commentaries on Galen-The Organs of Respiration and

the Vol,ce and their Physiology.

By JONATHAN WRIGHT, M. D.,
PLEASA~TVILLE, N. Y.

In his introduction he shows that the majority of physiolo
gists of antiquity fonned an idea of what the anatomic struc
ture should be to account for or serve for some physiologic
function, and despite the continued obtrusion of anatomic
facts they ignored them or actually distorted them in the in
terest of their theories.

Voice production, according to Galen, was caused by vibra
tion of the tracheal cartilages by its lengthening and shorten
ing and by its dilatation and contraction.

"Not simply in expiration'is the voice formed, but yet the
blowing of air is the real substance of the voice." The im
movable state of the tracheal cartilages had to do with voice
production and it was their motion that. has to do with respira
tion.

In the days of tpe ancients the importance given to the
length of the trachea pervaded the lay mind, and we find it
formulated in the resonant lines 0'£ their poets.

When an outsider, Garcia, showed us the workings of the
vocal cords, we feU into line with a sentiment which overshot
the mark. Galen no more forgets the moving and movable
laryngeal parts th~n we entirely neglect the resonant parts of
the organ of voice which lie below the glottis.

SYMPOSIUM.
Vasomotor Disturbances of the U,pper Air Passages and Sinus

Disease.

DR. J. L.. GooDALF:, Boston: Conclusions: A group of vaso
motor disturbances characterized by vasomotor rhinitis or by
asthma exists, standing, in relatio~, to chronic infection of the
nasal sinuses. In vasomotor, rhinitis the sinusitis is probably
the dir~~t cause. ,0£ the disturbance.. In asthma of this type
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it is not wholly dear what part of the produCtion of the dis
turbance is played directly by the absorption of bacterial pro
teids from the sinuses. There is reason to believe that the
sinusitis has an etiologic relationship with the associated bron
chitis. Relief of the sinusitis is usually followed by diminu
tion in the bronchitis and asthma, unless the bronchial lesions
are old and extensive or associated with myocarditis. Opera
tive treatment of the sinusitis consists of adequate removal
of diseased conditions in the ethmoid bone with the establish
ment of large openings into the antra to permit the spontane
ous evacuation of the antral fluid.

Observations In Hay Fever.

By 1. CHANDL~R WALK(R, M. D.,
BOSToN.

Hay fever is divided into two groups, seasonal and peren
nial. The perennial variety is often caused by inhalation of
the proteins of the hair, dandruff or skin dust of the horse,
dog or cat and other fur bearing animals.

The inhalations of plant pollens may predispose to both va
rieties of hay fever caused by pollens, such as timothy, grass
and ragweed. Inhalations of the flour of cereal grains, face
powders and dust in various occupations are causal factors.

Another group of causes lies in the ingestion of food pro
teins. Among· the commo~ foods that seem essential to test
routinely are eggs, wheat, milk, rice, corn, oats, potatoes, beef.
lamb, pork and chicken.

The above mentioned two types may be determined by means
of skin or cutaneous tests, the technic of which the author
describes. The treatment consists of the elimination of the
offending substance.

A third type is due to bacteria, and these are treated with
vaccines, chiefly of the autogenous variety. A fourth type is.
due to pathologic conditions in the nose.

The causative agent of the seasonal variety is usually the
pollen of dwarf ragweed in the East and the giant ragweed in
the We~t, and sometimes it may be caused by the pollen of
tre~. The summer type is occasioned by the 'pollens of lilies,
sorral, buttercup and. grnsses. The rose is rarely a cause.
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Later types are limited to the pollens of the grass family.
The autumnal types are due to the goldenrod, sunflower

and ragweed, the latter being the principal causative agent.
It is essential to do cutaneous tests with various dilutions

of the pollens or pollen protein before giving treatment.
The method of treating preseasonally with pollen extracts is

fully outlined and the author's results given. He finds that tne
August and September variety is due to the ragweed pollen,
and he gets his best resl1lts from the treatment of the rag
weed preparation. Preceding and during the season treatment
with pollens is described.

Seasonal hay fever due- primarily to 'foods has not come to
his notice. It may be occasioned by animal emanations and
hay fever.

Satisfactory preseasonal pollen treatment yields excellent
results. When this treatment fails, benefit may result during
th~ season from an autogenous nasal secretion vaccine.

The General Treatment of the Asthmatic.

By FRANCIS M. RACKEMANN, M. D.,
BostON.

There are many causes of asthma. These cases may be
grouped under five main headings, which with the percentage
number of cases in each ~roup are as follows:

1. Pollen asthma .23.1 %
2. Dust, including horse' and other animal

emanations , __ 11.7%
3. Food asthma 2.9%

Total extrinsic asthma __ 37.7%
4. Bacterial asthma of various types and per-

ennial asthma __ .24. %
5. Reflex asthma __..__ .12. <70

(Emphysema, primary and secondary) 17.2%
Unclassified 9. <70

62.2%

The type of asthma tends to change-in that simple, un
complicat~d types, perhaps due to protein susceptibility, often
become complicated by bacterial infections and thus lead ulti-
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mately to secondary perenni,!-l ,asthma and secondary emphy
sema. The possibility of such a change sho~ld be recog
nized in order not to overlook the underlying primary factor.

In the study of each patient, the general condition is often
of prime importance, especially in the reflex cases. A thor
ough physical examination is always essential, and an exam
ination of the nose and throat by a specialist should be part
of the routine, not only because an important source of trou
ble may be discovered, but also because the character of the
mucous membrane may suggest the nature of the cause of the
asthma. - .

As a result of the original study, less than 10 per cent of
the cases were advised to have some local operation on the
nose or sinuses: However, such an operation caused a definite
improvement in 60 per cent of these patients, and in all but
one it was the only treatment given. '

On the other hand, local operations had been performed
on approximately 2S per cent of the cases before they came
under observation and without improvement.

These facts would urge that the results of the treatment of
asthma will be greater, according as the study of the patient
as a whole has been more thorough and complete.

DR. EMIL MAYER, New York: The speaker asked Dr.
Walker if the solutions of these pollens keep indefinitely? In
other words, can he use a solution of a pollen made this year
for next year?

DR. HENRyL. SWAIN, New Haven: It may be of some
interest to Dr. Rackemann to learn that some twenty-five or
thirty years ago the speaker wrote a paper entitled "Asthma,
Its Intranasal Origin and Surgical TreiJ,tment," and at that
time grouped together a lot of cases and stated that about
70 per cent of all cases will be benefited by treatment. The
observation at that time seemed convincing that if we only
gave enough attention to asthma in the intranasal way that
we could cure all of them.

He cited an instance of ,a recent patient who had asthma
only coming on when he danced with blondes. He could dance
with any old brunette with impunity. Finally, it was found
that. it was due to a face powder, used by blondes, which set
tled the, whole, situ~tion. "
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DR. JOHN E. MACK£NTY, New York: There is no question
that operation first and vaccines afterwa1"ds give a much bet
ter result, He had three cases this winter with apparent cure
by removal of the tonsils alone, one quite remarkable case, who
had severe edema; the tonsils were removed; has never had
an attack since.

DR. -MAX A. GOLDSTEIN, St. Louis: The speC\.ker asked for
how long the immunity exists? Whether that means a re
currence of the desensitization, or whether in their experience
thev can gauge the time for which immunity may go on.. .

DR. GORDON BERRY, Vion:ester, Mass.: The speaker asked
Dr. Walker whether in his research he had found that foods
which the patient had been forced to eat might be foods
that later proved poisonous. . .

DR. WILLIAM B. CHAMBI<:RLIN, Cleveland, asked what the
experience has been from the stockprepara'tions {rom com
mercial concerns.

DR. GREI<:NFI'£LD SLUDER, 81. Louis: Asthma as a nasal
reflex is the chief thing that has interested him. He sends
asthmatics to the internist to eliminate the other possible
causes before the nasal treatment is taken up, which is some
what at variance with Dr. Rackemann's observation ,that
they had all been operated upon the nose first. Asthma
as a nasal reflex seemed to be almost uniformly either from
the nasal (sphenopalatine or Meckel's) ganglion or the
sphenoid. Much has been said today about asthma, but
there is .no explanation of how the asthma arises. In a
paper read by the speaker he gave forth' some speculation
on the production of asthma as a nasal reflex and cited
some cases. There was one in whom asthma could be
produced by mechanical or chemical irritation of the nasal
ganglion. He repeatedly produced asthma by the applica
tion of silver ni,trate solution over the sphenopalatine for
amen, which is uniform to the ganglion. He injected the
ganglion and for some five years now she has been free
of asthma. It is a matter of speculation as to how nasal
asthma may occUr in some persons and not in others with
the same exciting cause. If you imagine a reflex starting
in the nasal ganglion and ,the anomalous arrangement of
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the fibers, which does not seem to be an impossibility in
speculation, inasmuch as the anatomy varies very much,
to have the fibers of the nasal ganglion, instead of being
relayed in the upper cervical, to be relayed in the lower
cervical. That is in absolute contradiction to the statements
of the great workers with the sympathetic, Langley, Gas
kill and Anderson, that the sympathetic system is the effer
ent system only. It has seemed to him for a long while that
there is a variety of toxins produced from a variety of or
ganisms and that they do not always form the same clinical
phenomena, as, for instance, the cold in the nose may have
been the particular thing 'that e~loded the asthma. In the
course of Dr. Walker's paper the question arose, why did
some of the patients have hay fever only and why did some
add asthma to the symptom complex? He believed that the
sensitiveness of the sympathetic system varies. Possibly it
is explained by just what he said concerning this one par
ticular coryza in this patient; possibly the sympathetic was
more sympathetic than at some other time, but be 'that as
it may, the variation is well marked, shown also in this par
ticular type of cases. Sometimes they will explode with the
asthma without anything else and other times with per
fect classical lower half headache. He heard of a case where
a patient had an inguinal hernia and asthma and the in
guinal hernia, for some reason, had been delayed and was
finally operated and the asthma was cured. Later on an
inguinal her:nia developed on the opposite side and the
asthma reappeared.

DR. D. BRYSON D1;:J~VAN, New York, said that this excel
lent symposium recalled the pioneer work done by Daly,
Roe, John Mackenzie and other members of 'this association,
and stated that another milestone in the progress of our
knowledge of hay fever had now been passed.

The first instance he himself had observed of coryza
being caused by sachet powder was in the case seen many
years ago of a vigorous infant of six weeks in whom ex
aggerated symptoms of hay fever were caused by violet
powder used to perfume his layette. Upon rtIe removal of
the powder, the coryza quickly vanished. Soon aftet:
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this observation, a lady consulted the speaker, giving a
similar history, and with the discontinuance of the violet
powder, a like successful result was obtained.

Dr. Paul. Carton, attending physician at the Hospital at
Brevannes, near Paris, France, has recently published an
elabora'te treatise upon this and kindred topics, entitled:
"Traite de medecine,· d'alim.entation et d'hygiene naturis
tes." This work contains some interesting ideas in con
nection with the study and treatment of hay fever.

DR. JOSEPH L. GOODALF., Boston, asked Dr. Walker if he
has made any observations to determine whether disturb
ances caused from willow leaves are anaphylactic in char
acter, or due to th~ mechanical irritation from the leaf hairs.

In regard to the collection of pollens, we must remember
the possibility of contamination. For instance, if one gath
ers pollen of the plant surrounded by grass, grass pollen
may adhere to the anthers of the plantain, and our infer
ences as to sensitization to pollen may consequently be
erroneous.

DR. WALKER (closing): With reference to the subject of
the pollen solutions, the first question asked, we find that
the solutions at times deteriorate each year. The greater
the dilution the more the deterioration. It is quite possible
to keep a concentrated solU'tion like 1 to 100 perhaps two
years and get fair results, but we don't do that. We keep
our pollen 'as gathered in a powder that will keep indefi
nitely. From that powdered pollen we make extracts each
year, thus avoiding holding them over. The gentleman
asked about a dislike for common food. That is his greatest
help in asthma. He tries to get some history from the
mother that the child disliked the food and would almost
say nine times out of ten the food tha't the child disliked
and was forced to eat was the cause of the trouble. Often
the child is punished when he first· refuses to take eggs.
The child refuses them at first through instinct. The
mat~er recognizes later, on recalling these matters, that
the child did not like eggs; through repeated punishment
the child is forced to eat eggs. Sooner or later it is evident
that eggs do upset the child. It may be by angioneurotic
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edema, vasomotor disturbance, true attack of asthma, or
vasomoter upset, but it is frequent that' a child dislikes food
and very often the food it dislikes causes symptoms. The
patient may like carrots and eat them every day; in fact,
he had a paltient who ate carrots, was so fond of them, and
they were evidently the cause of asthma in her case.

In reply to Dr. Goodale he would say that it was the pro
tein in the bairs on those leaves that caused trouble, since
macerating these hairs 'and extracting what we call protein
from <them, we call it protein because it gives protein tests.
It may, be a toxin as well and giving extracts in dilution
protects and in this extract there is no hair. Therefore, the
treatment does not consist of anything that could mechan
ically irritalte, although the mechanic;al irritation may help
sensitization; that is, the bristles and spurs may help these
things to stick in the mucous membrane,. It is really the
protein in the hairs and in the food, an animal emanation,
that is ,the cause. He would rather prefer to say idiosyn
crasy than sensitization, but as anaphylaxis fits in with the
theory; until we know some better word we had better stick
to what has been shown us in the past.

In regard Ito the stock pollen extracts: In past years re
sults were not very good because they grouped the pollen.
They were treating autumnal hay fever with a' solution of
ragweed, sunflower, goldenrod and even daisy, which pol
lenat'es in July. They were making polyvalent vaccine,
whereas. what the patient needed was ragweed, and was
getting three or four things which was keeping down the
dose of the thing they needed. Later, through the efforts
of the Government, they are putting out' extracts of the
proper, strength.

DR. RACKEMAN~ (closing): The speaker expressed his
appreciation to Dr. Sluder for his remarks, We are tempted
to think only of the exCiting causes of asthma and to over
look the fact that there is a fundamental basic cause of
asthma about which we know almost nothing. This basis
should apply to hay fever, urticaria, etc., which are prob"
ably in the same biologic group. In other words, there
must be some method of explainin'g why certain individuals
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have hay fever and other people do not.' Various thought!>
occur in this connection, for exa:mpi~, one thinks of some
endocrine gland disturbance, but when we see the various
types of people who have hay fever and when we see the
myxedema and goiter patients with asthma such a thought
is almost absurd.

Another theory is that asthma depends upon some abnor
mal tone through the great vagus .or through the sym
pathetic system; but recently Mackenzie of New York
has tested asthmatics with repeated injeC2tions of pilocar
pin, on the one hand, and with adrenalin on the other, and
finds that l1Ipproximately equal numbers of asthmatics react
to each drug without any constancy.

:Finally, we must remember that asthma is' a symptom;
that it occurs in cardiac disease and may even be due to a
foreign body in the larynx. He recalled one patient with a
'tumor of the larynx which was found to be a gumma; anti
syphilitic treatment cured the tumor and cured the asthma.
Dr. Sluder's theory is very attractive and by it we can ex
plain a large majority of the cases, he believed. As regards
the hernia operation, he called attention to the fact that
ether anesthesia given to almost any case will result in
definite relief of the symptoms, for some time, but this re
lief is only temporary. .Furthermore, infectious diseases
of definite severity often bring about a relief of asthma for
a time. This seems to be true mostly of respiratory infe~
tion either of the head or the chest. It would fit in with
Dr. Sluder's reflex theory if we could show that not only
do foreign proteins inhaled through the nose act on the
nasal ganglion, but that ether anesthesia and respiratory
infections produce their effect's in the same manner. He
was very glad indeed to have heard Dr. Sluder.

Infections Following Tonsillectomy Under Local Anesthesia.

By GEORGE B. WOOD, M. D.,
PHILADELPHIA.

One of the surpr~sing.features of tonsillectomy is that
in spite of the impossibility. of making and keeping the
operative area sterile, there are few serious cases of sepsis
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following it, even though every tonsillectomy wound does
show some.infection in 'that there is a bacterial invasion of
a certain amount of tissue with an inflammatory reaction
greater than is necessary for rthe mere healing of the wound.
That serious infections are not more common is due to the
open nature of the wound affording free drainage, to the
mechanical action of the saliva in washing away the bac
teria and probably also to its germicidal action. Cases of
serious septic conditions following tonsillotomy and ton
sillectomy under ether have been reported, but it has been
the speaker's fortune to have been spared the tragedy of a
septic fatality from tonsillectomy, nor does he personally'
know of a fatal case of local sepsis when the operation was
done under a general anesthesia. Up to last fall he could
have said the same thing also in regards to tonsillectomy
under local anesthesia.

The writer then detailed a series of cases of infection of
the tissues of the neck following tonsil operations.

The regionary infection which may follow from infiltra
tion of the tissues in the region of tonsil can be of three
types: .

First, the infection may begin in the tissues internal to
the superior constrictor muscle, including the palate and the
faucial pillars. This would lead to a condition resembling
peritonsillar suppura!tion, and though productive of consid
erable discomfort, is not apt to be followed by a fatality.

Second, if the needle penetrates through the superior con
strictor muscle, which can be easily done if the injection
is made deeply through the anterior pillar of the fauces,
the infection then starts in the pharyngomaxillary fossa,
the importance of which fossa as a serious location for sup
purative processes has been so well shown by Mosher (The
Laryngoscope, June, ~920). To refresh our memories, the
speaker presented the anatomic relation of the tonsils.
Abscesses starting in this fossa tend to perforate the lat
eral wall of the pharynx, bUlt may follow the carotid sheath
downward and open into the larynx, esophagus, or possibly
the pleura.
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Third, an infection of the first or second types usually
produces an adenitis of the deep nodes of the neck which
are situated on the external surface of the carotid sheath.

The removal of tonsils under local anesthesia is a well .
established and justifiable surgical procedure, but that it
is absolutely free from danger, as has been claimed by some
of it's most enthusiastic supporters, is to my mind an un
warrantable conclusion. The real danger, as far as sepsis
is concerned, is in the penetration of the injecting needle
through the superior constrictor muscle.
Some of the Local Unpleasant End Reaulta In Well Performed

Ton.lllectomle..

By CHARI.ES W. RICHARDSON, M. D.,
WASHINGTON.

,The writer called attention to the tendency of tissue to
replace or attempt to replace tissue lost through operative
procedures or accident. This is noted in lymphatic tissue
-more active the earlier in life that it is subject to oper
ative intervention.

The first group will include those efforts of nature to re
place lymphatic tissue removed from the tonsillar fossre
by hypertrophy glandular tissue in the immediate neighbor
hood.

A. Hypertrophy of glandular tissue in the lateral phar
yngeal wall, posterior to the palatopharyngeal fold.

B. Hypertrophy of the lateral borders of the lingual ton
sils.

C. Development or hypertrophy or glandular tissue in
the palatopharyngeal fold.

The second group is composed of ,those cases that develop
unduly granulation tissues in deep fossae whicp. does not
undergo absorption but organizes with the appearance here
and there throughout its structure of lymphatic tissue.

Allied to the above mentioned is the redevelopment of
island or lymphatic tissue to large masses of lymphatic tis
SUe in the tonsillar fossae.

Adhesion or shortening of the anterior pillar by its ad
herence to the dorsum of the tongue, and the adhesion of
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the lower lateral wall of the fossae to the side of the tongue
form another group.
. DR. JOHN F. BARNHII,L, Indianapolis, said that he would

report a case somewhat similar. A woman 32 years of age,
a professor in one of the eastern colleges, came to his office,
had the usual 'preparation, usual tests such as we make
before tonsillectomies, had a local anaesthesia by novocain,
almost a bloodless dissection operation, no subsequent diR
tur-bance whatever in so far as the tonsillectomy was con
cerned, but two days later she had a severe chill, wi·th high
temperature, a septic condition, and died of lung trouble
later on.

Dr. Richardson reported what we all see, namely, that
the best tonsillectomies do not always yield the best resulrts
and it seemed to him that those that seemed the most com
plete sometimes yield the worst resul'ts, because there
sometimes occurs subsequently in these very complete cases
an accumulation of new lymphoid tissues behind the pillar.
Anyone who dissects these new masses out will find they
are much larger than they appear on the surface, since
when they are dissected out there is a very deep fossa left.
Dr. Richardson omitted to mention one class of case in
which there is no return whatever of any tonsillar or lym
phoid tissue, but! in which the patient makes severe com
plaint of dryness or other annoying discomfort in the
throa1t. Sometimes the complaint follows what, judging by
every test, would be called a perfect tonsillectomy, is that
taste is impaired or perverted. It is not easy Ito account for
such complaints, and all treatment seems useless. They
wander from one specialist 'to another and some become
pronounced neurotics. Injury to branches of the hypo
glossal nerve are usually assigned as the most probable
cause of the complaint.

DR. HANAU W. LoEB, St. Louis, said that both these pa
pers are exceedingly timely and later he thought that there
were questions to be determined by the Committee on Tonsil
Investigation.

He knew of a numher of cases that he had been able to
collect of hitherto unpublished deaths from local infec-
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tions and general infections from tonsil removals, both
under local and general anesthesia.

He said that in a record of 332 cases hitherto unpublished,
of deaths from minor operations he had succeeded in tracing
a number of cases of a little different type from those men
tioned by Dr. Wood. There were cases of intense edema
coming all very soon after operation with death resulting
in a very short time. There were some cases of general
infection, also.
• Under improved method of local anesthesia he found
thalt the Sluder operation was really beautiful and we so far
have had no bad results. In reference to the paper. of Dr.
Richardson, he thought that also was timely. He too, had
seen the cases like those he mentions, namely, of increase
in the lymphoid tissue just post6rior to the anterior piJIar of
the palate sq large they had to be snared off. In a year
or two some go down. In others there is recurring acute
inflammation which attacks the lateral wall of the pharynx.

DR. LEWIS A. COFFIN, New York, said that he preferred
local anesthesia where he felt his patient could stand it.
Children under fifteen years of age should never be sub
jected to a tonsillectomy under local, and only such adults
as are of such mental stability and temperament as to
stand it without much shock.

.Most of us have had such experiences as Dr. Richard
son has described and one of the best points of his paper is
his recomme~dat.ionof honest charity, and honestly telling
the complaining patients that the Doctor did good work and
that they should go back to him.

DR. JOHN M. INGERSOU., Cleveland, said that Dr. Wood's
interesting paper brings out a point which should be em
phasized. In spite of every care these infections do occur.
Many men doing tonsillectomies know that they are oper
ating in an infected field and for that reason they are less
careful of their technic than in doing mastoid operations.
Extreme care in the technic of tonsil operations may elim
inate some of these local infections and at least gives one
the feeling that the infection happened in spite of every
precaution.
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DR. ELMER L. KItNYON. Chicago, said that he was wonder
ing what a professional singer might think if she heard this
discussion.

Good singing requires excellent control of the palate.
One of the results not uncommon, indeed seriously common,
of excellently performed tonsillectomies was the destruction
of the action of the palatoglossus muscle.

In any well performed tonsiUectomy hemorrhage may
occur. Hemorrhage may lead to the necessity of working
upon the very muscles that are so preciousl to the singer.
The result may be infection, injury, adhesions; the final
result may be decreased delicacy in these parts for the pur
pose of singing. The thing to overcome with the singer if
we do him good by performing tonsillectomy is his state
of mind. It is that conquering of his psychology that has
got to come before ~e can be treated by laryngologists as
he should be. He is in a state of fear for his voice. Some
how or other we have got to get at the singer from a differ
ent way than we go at the ordinary individual in- these ton
sillectomies.

He wished to put forward this idea, namely, the idea of
performing on the singer an intracapsular lymphoidectomy.
If you leave the capsule in you do not have to get in contact
with the muscles so precious to him.

DR. MAX A. GoLD5T.I';IN, St. Louis, said that he addressed
his remarks solely to Dr. Richardson's paper. We are crit
icised very often 'by the general profession and public be
cause we do not remove from the side of. the throat every
bit of tissue that is there. If we would educate the public
and general practitioner to the fact that we attack only one
group of lymphoid tissue and that it is impossible to remove
all the lymphoid tissue on that side of the throat and that
it is quite possible that having removed this mass there
may develop in that area a small nodule which in· time may
grow to look like a tonsil. Just as soon as we educate the
public and general profession to this, just so soon will dis
tressing criticism be obviated from our pra'Ctice.

DR. GREENFlItLD SLUDER, St. LoUis, said that lymphoid
tissue after removal of the tonsil took on frequently a com
pensatory action. He defined a' perfect tonsillectomy and
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said it is not the appearance of the fossa after removal that
was important, but the examination of the specimen where
the capsule was absolutely intact. The lingual tonsil may
project itself perhaps upward and behave as the original
tonsil. .

The case he had particularly in mind was a perfect ton
sillectomy in the year 1908. For ten years that boy, who
was twelve years old at the time-for ten years that result
stood an apsolutely perfect result. On one occasion he
looked agamat this perfect result and to his amazement in
the absolute center of the fossa, and not l~teral encroach
ment, presented a lymphoid follicle probably three-six
teenths of an inch in diameter. Now after ten years of
such perfect standing result to find a lymphoid follicle
develop in the scar base of the fossa was a matter worthy
of record and appeals again to the charity Dr. Richardson
recommends in the criticism of our confreres' results.

DR. GF.ORGE B. WOOD, Philadelphia, .said that he had seen
cases similar to those reported by Dr. Sluder: Namely, the
recurrence of lymph follicles on the smooth scar of a ton
sillectomy wound several months after the operation had
been done. He also called attention to the possibility of
pockets forming in the lower part of the tonsillar fossae
following a complete tonsillectomy where the lower part of
the plicatriangularis had not been completely removed.
This is due to the adhesion of the edge of the plica to the
lower portion of the tonsillar wound.

DR. RICHARDSON (closing) said that he had seen excessive
dryness of the pharynx and that it was one of the most
annoying symptoms patients complained of. He thought
that they were largely due tq injuries of the nerves. He
said that he was asked to define a perfect tonsillectomy. Dr.
Sluder gaye his definition; a tonsil removed within the
capsule. .

On the Treatment and Prognosis of Carcinoma of the Larynx.

By PROFESSOR WAICHIRO OKADA,
TOKYO, JAPAN.

During more than twenty years of ~cademic and practical
activity, the speaker employed various methods in operating
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on 141 cases 0 f laryngeal carcinoma, and the results obtained
and the facts observed Have led him to views differing some
what from those of the various authors. First of all, he spoke
of the surgical methods he used and the results obtained, fol
lowing up with a comparative criticism of other methods taken
from the literature on the subject, and ending with some gen
eral conclusions on the !'ubject of laryngeal carcinoma.

The methods employed were five in number, viz.: (1) Endo
larynge~.l excision; (2) thyrotomy and excision o! soft parts;
(3) partial extirpation; (4) semilateral extirpatiC'>n, and (5)
total extirpation of the larynx.

THF. F,:-<DOL'..RYNGEAI, OP~RATION.

This method was first employed by B. Frankel with good
results on laryngeal cencer, but on account of uncertain re
sults was rejected by most surgeons.

With his endolaryngeal operations he has been well satis
fied, but unfortunately in the majority of cases of laryngeal
carcinoma the operation cannot be resorted to because when
the patient come to us it is already too late. He emphasized
that the indication for this minor operation must strictly be
that the tumor is sharply defined in a small place. In every
case of such nature he is not satisfied with only the ordinary
laryngoscopic examination, but tries to examine the ventricu
lar space by the. laryngoscopia ventricularis, in order to see
if the ventricular arch is already affected or not, and examine
besides any possible affection of motility Q£ the vocal ligament
with the aid of the mirror. These two points he considers
of the utmost importance to ensure the possibility of a suc
cessful endolaryngeal operation.

THYROTOMY.

This method is said to have been first used by Solis Cohen
in 1868 for laryngeal carcinoma, but has come into vogue only
later on the recommendations of Felix Simon, Otto Chiari,
Hansberg, Jackson, etc., against early forms of laryngeal can
cer. Felix Semon, indeed, prefers this thyrotomy with the
excision of the soft parts to the endolaryngeal operation rec
ommended by Frankel under similar indications, as being not
dangerous and prognostically much better and for the pres
ervation of the voice much more favorable. He was also of
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the opinion that the estimation of the extent of the infiltra
tion could not always be properly ascertained by laryngoscopy,
and the excision of the tumor by the endolaryngeal operation
is not always sufficient. But the speaker maintains that a
smaller operation should if possible be resorted to, if it can be
presumed that all diseased parts can properly be removed.
Thus he had little opportunity to use thyrotomy, because he
employed the former method where other authors resorted
to thyrotomy.

PARTIAL RESECTION AND (4) SEMILATERAL EXTIRPATION

OF LARYNX.

Both methods were formerly frequently resorted to in the
treatment of la'ryngeal cancer, seldom with good results. He
has therefore always been of the opinion that sharply defined
semilateral or localized cancers, as such, of the epiglottis,
which had penetrated rather far, but which appeared as if
easily removable by semilaryngeal or partial resection of the
larynx, should, from the point of prognosis, at once be totally
extirpated.

TOTAL EXTIRPATION OF THE LARYNX.

Notwithstanding the good results of thyrotomy and laryngo
fissure obtained by such renowned specialists as Felix Semon,
O. Chiari, Ch. Jackson and others, and of the endolaryngeal
operation by Frankel and himself, they can only be used in a
limited number of cases, as cancer of the larynx usually comes
before the specialist in already relatively advanced stages.
Therefore, the principal operation wi1l always remain the total
extirpation of the larynx, as only in this way Can all pathologic
processes in the larynx be radically removed, and by further
improvement of this method the inoperable cases may in future
be more and more lessened in number.

In 1881, at the surgical congress in Berlin. Gluck published
his experimental treatise in which he showed that in extir
pating th~ larynx, or more generally expressed in all opera
tions, which so often caus~ death by pneumonia through the
entering of foreign bodies into the air passages, an absolute
guaranty against this form of pneumonia could be established
by prophylactic resection of the trachea and circular sewing
up of the central stump of the trachea into the epidermis.
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In the years following he practiced this method with excellent
results on many patients; and thus Gluck's method of total ex
tirpation of the larynx has been brought to its present stand
ard of excellence. The principal procedures of it are : (1)
Complete exposure of the larynx before opening the air pass
age. (2) Severing the larynx from the pharynx. (3) Imme
diate closing of the pharynx defect while the larynx is drawn
far out of the wound. (4) Severing the larynx from the
trachea. (5) Circular sewing in of the lower stump of the
trachea into the skin wound, and (6) closing of the whole
wound by sutures.

GENERAL REMARKS AND CONCLUSIONS.

From the facts presented here we can clearly see that we
are in the period of achievement as regards the treatment of
laryngeal cancer and that Virchow's words have been real
ized: "If cancer is, in its beginning and for some time longer,
a local affection, it must be possible to cure it locally at this
stage." And there is no doubt that the sooner in the begin
ning carcinoma of the larynx is diagnosed and treated by a
suitable operation, the more likely the success of the operation,
as Frankel and others have repeatedly said.
Cancer of the Larynx-II It Preceded by a Recognizable Pre

eanceroua Condition?

DR. CHEVALIER ] ACKSIJ:-<, Philadelphia, read this paper.
From clinical ohservations and the laboratory reports in his
cases the following conclusions are reached:

1. ¥/hile there is here offered some evidence bearing on the
histology of precancerous conditions, this evidence is not con
clusive.

2. Clinical work is not and never can be ideally perfect. We
are human and our patients are human. \Ve cannot expect
in our clinical work on the living human being to attain even
to the relative certainty of the postmortem room.

3. As laryngologists we are concerned with savit:lg human
lives from the inroads of a "dire disease," which is the appel
lation applied to cancer of the larynx by Sir Henry Butlin.

4. If we admit, as I think we should, that certain curable
laryngeal conditions are, in some cases, the sequential prede
cessors of frequently incurable cancer, it is clearly our duty
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not only to eradicate those curable precancerous conditions
but to contribute to their early recognition by applying to them
the term "precancerous," however faulty such a word may be
from a purely scientific, histologic point of view.

5. From a clinical point of view we may regard continual
laryngeal irritation from any cause, chronic laryngitis, kerato
sis, syphilis, pachydermia, socalled prolapse of the ventricle,
and benign growths occurring in a person of cancerous age
as clinically precancerous, in the sense that they may be con
tributory factors in the etiology of cancer, and as such should
be cured, surgically or otherwise, as may be indicated.

6. It is no argument against this life saving rule to contend
that these conditions are too rarely predecessors of cancer to
justify regarding them as etiologic factors in cancer. There
is no known agent causative of any disease that will always, in
all individuals, under average conditions of exposure, pro
duce that disease. The human race would be extinct if such
were the case.

7. The time has come for the laryngologist to follow the
lead of the general surgeon and the gynecologist in the recog
nition of tne necessity of curing cancer before it starts.

8. There will be fewer deaths from laryngeal cancer when
every member of the medical profession fully realizes the fre
quently malign nature of chronic hoarseness.

Report of a Case of Carcinoma of the L.arynx, L.aryngofissure.

DR. HERBERT S. BIRKETT of Montreal, Canada, reported this
case of carcinoma in a man aged 58, with a history of hoarse
ness off and on for one year, being permanent the past four
months.

There was an ulceration of the right vocal cord. In outline
it was somewhat oval, the inner edge extending downwards.
The surface of the ulceration was entirely covered with a whit
ish, yellow looking slough. The left false cord was swollen,'
hiding the whole third of the true vocal cord from view. Some
immobility of the right vocal cord. Except for some diseased
teeth, which were removed, there was no other diseased con
dition.

One week later a portion of the growth was removed and
reported to be a squamous celled carcinoma.
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The operation of laryngofissure was done under chlorofonn
anesthesia, morphin and atropin previously injected.

A low tracheotomy was done, the trachea being injected
with 10 minims of a 5 per cent solution of cocain before open
ing. This abolished reflex cough. The division of the alli:e
of the thyroid cartilage was carried out by a fine saw, the
entire vocal cord, with the underlying perichondrium and
arytenoid cartilage removed, and the parts sutured with catgut.

Tracheotomy tube removed 24 hours after operation. The
patient left the hospital 17 days after operation.

Granulation tissue appeared on the wound. A 50 per cent
solution of argyrol was applied and the granulation eventually
disappeared.

It is now two and a half years since the operation, and the
patient has gained in weight, and his voice has become so much
stronger that it can be distinctly heard 160 miles through the
telephone.

Section removed showed it to be a squamous cell c.arcinoma
with secondary infection.
Laryngectomy for Cancer W,ith Remarks on Seventy Operated

Cases.
By JOHN E. MACKENTY} M. D.,

NEW YORK.

The operation of total laryngectomy for the cure of intrinsic
cancer of the larynx should take a foremost place in the sur
gery of cancer in general. In no other location in the body
have the results excelled, and in a few they have even ap
proached those in the field under discussion.

One of the chief objections to this operation was the loss of
. voice incident to the removal of the larynx. The fact that the

loss of voice was inevitable in the progress of the disease was
utterly ignored. Too often the disease was far advanced, ow
ing to the neglect of one single symptom, hoarseness in the
middle years of life, an appreciation of which would save
thousands af cancer victims.

The factors tending towards an optimistic outlook may be
set down as follows:

1. Slowness of growth.
2. Freedom from involvement of the posterior part of the

larynx.
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3. Superficial growth. Cancer starting in the deeper layers
of the larynx may not be more malignant, but they more often
escape detection until well developed.

4. Extension forward and downward rather than upward
and backward.

S; Age Qf patient. Cancer in the late thirties or early forties
is more malignant than in later life.

Biopsy for diagnosis is to be avoided if possible.
It has been resorted to by the speaker only a few times in

eighteen years.
The diagnosis should be made on the history, behavior of

the growth, and on the exclusion of syphilis and pulmonary
tuberculosis.

Loss of motility in the affected 'Cord is almost a pathogno
monic symptom of cancer. He had never seen primary in
volvement of the interarvtenoid.

The extent of the gr~wth must not be estimated by the
image seen in the laryngeal mirror, or even by the more accu
rate imrression following direct laryngoscopy. The upper
edge of the growth is all that appears for inspection. It would
be quite safe to add two-thirds to the visible growth in form
ing a mental picture of its size. '

The speaker is opposed to any opening of the larynx, since
the incision may bisect the growth and then disseminate it.

I f any doubt exists in the operator's mind, the patient should
be given the benefit of that doubt in having the more radical
operation done.

Secondary operations for cancer are almost futile in any
field. "You have but one ~hot for a bull's eye, and if you miss
the patient pays with his life."

Nor do these operated patients need sympathy, according
to the speaker, who has observed nothing but cheerfulness
and gratitude on their part at their deliverance from certain
death. His experience has led him yearly further away from
compromise in dealing with intrinsic cancer of the larynx and
has taught him to leave the frankly extrinsic cases to their fate.

The speaker considers the statistics of cures by thyrotomy,
and even by excision under suspension, as simply amazing.

Surgery in other fields for cancer strikes wide of the dis
ease. No general surgeon would be content with a quarter of
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an inch leeway of a malignant growth. His personal posi
tion is that thyrotomy is rarely indicated, that radium is on
trial and that total laryngectomy is the logical, safe and tried·
procedure of choice.

The speaker then presented his own statistics showing a
percentage of 66 per cent recoveries. .

The technic of the operation as performed by the speaker
. was then presented, the operative techni having been improved
in several points, though the rationale of the operation remains
the same.

DISCUSSION.
DR. D. BRYSON DELAVAN, New York: In considering the

unsolved problems of laryngeal cancer-the time has certainly
arrived, not for theoretical discussion of rival methods, but fOT
such as to indicate a real advance. This is especially true
the actual comparison of their practical results.

The value of this symposium, in the speaker's opinion, is
of the thesis of Dr. Jackson, which contains much in the way
of constructive criticism and suggestion. Prof. Okada's results
are particularly encouraging, as, also, is the breadth of view
with which he considers the choice of operation, recommend
ing a careful study of the case, and the selection of the oper
ation with reference to its particular character.

Improvements in the methods of diagnosis, which would ad
mit of a clearer vision of the probable course of the growth,
would add greatly to the possibilities of successful treatment.

Prof. Okada has emphasized this and has raised the ques
tion, Should all cases of laryngeal growth of suspected malig
nancy be operated upon in the most radical manner, or should
discrimination be made, and in certain cases more conservative
means be employed?

Experience has taught that in laryngeal surgery no single
method has borne off all the honors. Butlin, Semon, St. Clair,
Thomson, Jackson, Lynah and others have succeeded well
with thyrotomy, while the advocates of laryngectomy have
also had their triumphs, as demonstrated today. _

One of my patients, operated upon 2S years ago for a par
tiallaryngectomy, is well today. Another, a complete laryn
gectomy for both intrinsic and extrinsic carcinoma, is without
recurrence after six years.
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Gluck operated upon laryngeal carcinomas of every degree,
claiming that he gained an occasional success, and, jf the pa
tient died, that he had given him the benefit of an euthanasia.

In 1884, Dr. Solis Cohen established three principles for
laryngectomy which have proved of great value.

1. Fixati.on of the severed end of the trachea externally at
the base of the neck.

2. The employment of suitable posture in the immediate
care of the case.

3. Most important of all, the value of scrupulous pains
taking and untiring watchfulness and care bestowed upon the
patient after operation by the operator himself. As a means
to Oiagnosis, biopsy with us is not generally recommended.
Dr. Jackson refers to a certain action of the mind as "instinct
ive diagnosis." The speaker would define this expression as a
subconscious reasoning based upon long experience of many
closely observed cases. The beginner does not have the instinct
for diagnosis. The man of long practice may acquire it. When
that instinct or intuition has caused him to believe that a cer
tain condition is what it appears to him to be, it is a wise plan
to respect that judgment until disproved.

More than anything else there is needed a coIlective history
and analysis of the resuLts of the treatment of this subject,
failures as well as successes, faithfuIly set forth. Thus it may
be learned what methods to imitate, who to avoid and ulti
mately to prove by what means human life is most likely to be
prolonged.

The question of general application that a benign growth
may degenerate into one of malignant character has been ex
tensively discussed for many years witn negative results.

There is much food for thought in Dr. Jackson's proposi
tion, that there is a curable precancerous state, if we could
only recognize it. To this end we would do well to stimulate
by all means in our power the efforts of those engaged in the
investigation of the etiology of this baffling disease.

DR. JOSt-PH C. BF.CK, Chicago, by invitation, said that he was
struck favorably and very enthusiastically with Dr. Mackenty's
presentation, solely based Qn his personal experience. He felt
that in the future he would do more laryngectomies. The
point was brought out that the patient should not be con-
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scious. The last moment of removal of the larynx is most
important. That. is a dreadful feeling when they hear "now
it is out." The question of an anesthetic; the rectal anesthe
sia of ether and paraldehyde, with immediate and regular and
timely administration of morphin, in combination with mag
nesium sulphate hypodermically; he had not had a single bad
result in almost two hundred cases. The patient is relaxed and
yet he will cooperate with you, even to the point of attempting
to expel secretions of blood that may accidentally run into the
trachea. In fact, nothing has given better results than having
the patient swallow the duodenal tube.

Regarding Dr. Jackson's paper, he had been thinking of the
lively time and the controversy with Dr. Bloodgood and Dr.
Leo. Loeb, and he had hoped that Dr. Loeb would be here to
speak on the precancerous condition, a term very much at
tacked by pathologists, and that is what it amounts to.

DR. FIP.LDING 0 LEWIS, Philadelphia, said that his experi
ence is limited to six cases' of laryngectomy, none performed
long enough to determine a cure. As to the extrinsic involve
ments, it would seem to him that the comfort these cases re
ceive, though they may live only a few months or a year, is
sufficient to repay them for what they suffer from the opera
tion. He cited the case of a woman, S8 years of age, with
extrinsic involvement, and he removed, together with the
larynx, the upper part of the esophagus. The free end of the
esophagL's was then attached t() the skin at the side of the
neck. She has been fJuite comfortable, has gained twenty
pounds in weight, does home work for a large family with no
signs of recurren{'e, though ,it is only six months since the
operation.

As to production of· voice, he recalled hearing Sir Robert
Woods state that he taught his laryngectomy patients to pro
duce sound by administering a. few grains of citric acid fol
lowed by a few grains of bicarbonate of soda. A carbonic acid
gas generated produces a sound as it escapes from the stomach
through the esophagus. 11e has tried this method with fair
success. Feeding through a Rehfuss tube, as suggested by Dr.
Beck, has been used in his cases, which is introducer! into the
duodenum.

 at Purdue University Libraries on July 8, 2015aor.sagepub.comDownloaded from 

http://aor.sagepub.com/


SOCIE1'Y PROCEEDIN"GS. 1207

DR. ROBERT C. LYNCH, ~cw Orleans, said that he had had
fifty-two cases, seventeen cured, fourteen living and the other
dead from other causes. The points in the technic of opera
tion resembled Professor Okada's in a way, and in doing the
dissection from below upward, and when he cut through the
trachea he put in a large rubber tube, such as Dr. !vlackenty
used, that was sewed into the trachea at the time it is cut
through. In that way he was able to protect the trachea from
any entrance of hlood, and then, after a time, or at tile time
the wound is drei'sed, he used these block tin tracheotomy
tubes, made unusl1atty large, so they practicatly fit the trachea
closely.

The last six cases done he used this tube instead of a tra
cheotomy tube. He had used the gas oxygen and ether anes
thesia with perfect comfort to the patient. There are two
of the cases which have developed speech which could be heard
anywhere in this room. One was a doctor, who has returned
to his practice of medicine.
. As to Dr. Jackson's paper, he wished to speak of one point.
He thought we should guard against treating precancerous
conditions with radium, and he did not believe we should
follow the method of dermatologists in treating with radium.
If the thing was treated with radium one was not absolutely
sure. He had seen many cases come that had had radium, in·
which apparently the precancerous condition was stimulated
so that it then had an actively growing squamous cetl carci
noma. Tn regard to cases that should have laryngectomy, he
grouped att cases much as our]apanese friend has stated, do
ing thyroidotomy on the early cases and then doing laryngec
tomy on the exJensive cases.

DR. GoRDON B. NEW, Rochester, Minn., said: Regarding Dr.
Jackson's paper,. he wished to speak of one point. He thought
we should guard against treating precancerous conditions with
radium. If such conditions are treated with radium the sur
face may be scarred over and a cancer extend deeply into the
tissues underneath the scar. He had seen many patients who
had had radium treatment, and apparently a precancerous con
dition was stimulated so that at the time the patient came a
squamous celt carcinoma was growing actively. These pre
cancerous conditions should be removed surgically.
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\Vith regard to cases in which laryngectomy is performed.
Thyroidotomy is performed in the early cases and laryngec
tomy in the more extensive cases. Some patients with low
grade malignancy and gland involvement have been well for
many years after block dissection.

DR. E. Ross FAUI.KNERJ New York, said that Dr. Mackenty
has presented a notable record of his conclusions. The evo
lution of the surgery of the larynx has been, according to
Dr. Mackenty, that conservative measures have to be given up
for more radical measures. We would all like to evolve in
another direction, from radical to more conservative. There
is always a stage where conservative measures might do, but
the difficulty was to find them. A case came to him where
he thought it would be an ideal case for thyroidectomy. He
opened the larynx and was quite at a loss to know what to
do; three frozen sections were made and they were every one
malignant. In this case he did a raryngectomy. It was the
only thing to do.

Radium will probahly help a great deal in saving cases that
before were inoperable, but he did not think it would ever
change the type of operation. He thought the radical opera
tion was usually the thing indicated when a diagnosis was
made.

DR. CHEVALIER JAC KSON, Philadelphia (closing), said that
"in 1909 he reported fourteen cases of laryngectomy. They
are all dead now, and the average duration of life was but
little over a year. He felt in regard to that, that if laryngec
tomy could not show more than a year's duration of life after
operation that we had not gained anything. A patient who was
in fit condition to" stand a major operation like laryngectomy
was good for another year without doing anything. Dr. Jon
athan Wright and our worthy president reported a case in
their classical textbook in which a patient had' lived for thir·
teen 'years without any operation whatever. The patient m::ty
be still living.

In regard to the selection of the procedure that Professor
Okada spoke about and that was emphasized by Dr. Delavan,
to his mind that was one of the most important things. A
cancer limited to the tip of the epiglottis, he thought should
be removed, as was accomplished many years ago by Dr. Del-
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:lVaI1 in the cure of squamous cell epithelioma. When, how
ever, thfre was a g-rowth on the vocal cord, if we could get
the case when limited to the cord, then he felt that the opera
tion was laryngofi!"sure. Distinction should be made between
anterior and posterior intrinsic growths. He felt that we
should make a third division and subdivide the intrinsic into
anterior intrinsic and p(lsterior intrinsic. If dose to the pas·
terior portion of the cord. then it was an exceedingly serious
and usually fatal disease, a foci ciisease, as Sir Henry nutlin
calls it.

DR. MACKEKTY (closing) said that laryngectomy was a
safer operation than thyroidectomy. As to the anesthesia, he
did not approve of rectal anesthesia. He regretted to hear
that Dr. Lynch docs a two stage operation, but he was glad to
hear him say that radium is bad in these precancerous con·
ditions.

Sarcoma of the Nose.

DR. COR"'F.LlllS G. CO.\KLEY, t\ew York, presented a pa
tient who had been referred to him a year ago last :\ovember
by Dr. Mason of this city.. She had had two or three intra
nasal operations for a sarcoma involving the left nasal cavity.
supposed to be somewhere in the region of the middle turbi
met. The entire nasal cavity was filled with a mass; it was
impossihle to tell point of attachment, and he had refused to
do anything intranasally and insisted upon an external oper
ation. Tl~ operation was done November lR, 1920, and an
jncision was started from the region of the supraorbital notch
and carried down more on the cheek.

From the size of the mass it would probably involve the
maxillary sinus as well as the ethmoid region and e"en pos
sihlv the frontal. The whole of the nasal bone was removed.
Tn the nasal fos!"a of the superior maxilla and ethmoid cells
there was a very large mass found, which was grasped with a
pair of forceps, and in pulling it out he was surprised to find
attached to it a piece of hone that proved to be the whole of
the crihriform plate of the ethmoid. The dura was founrl
exposed. There was no involvement of the antrum, no in
volvement of the frontal ",inus. He expected to have a menin
gitis and a rather quick going out. There was, no evidence of
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headache or meningeal irritation. About three weeks after
operation radium was user! externally, and up to this present
time there was no recurrence within the nose. She was shown
be~ause of the lack of facial deforming, that can be gotten
through a wide area of exposure through the ethmoid. So
that even a fastidious patient cannot object to the cosmetic re
sults of the operation.
The Control of Mandibular Pain Through the Naaal (Sphenopal

atine Meckel's) Ganglion.

By GREENFIeLD SLl'm:R, M. D.,
ST. LoUIS.

Since 1908 he had been surprised by phenomena apparenth'
originating in or controllable through the nasal ganglion. Some
of them have permitted of explanation more or less on an
anatomic basis. Others, however, have not been possible of
explanation on such basis, according to our present anatomic
knowledge. The control of pain in the lower jaw through or
by means of the nasar ganglion belongs to the second category.

The first observation of this phenomenon was accidental.
A patient who was subject to recurrent attacks of nasal gang
lion neuralgia appealed to him for relief from an attack with
which he had become familiar through experience, stating that
in addition he had a very painful wound in his lower jaw,
where a molar had been dug out with much difficulty. The
wound was thirty hours old and inflamed. He anesthetized
the nasal ganglion and found that the pain in the wound was
stopped as well as the neuralgia.

Since then he had four instances of painful wounds of the
lower iaw, made by extraction of teeth, in patients who were
not sufferers from nasal ganglion neuralgia. In them the pain
was stopped by cocaini7ing the nasal ganglion. The relief
was of several hours' duration and in one it did not return.

The possible therapeutic value of this observation has not
been determined.

The Control of Earache Through the Nasal (Sphenopalatine
Meckel's) Ganglion.

By GR~EN'FI~:LD SLUDER, I\L D.,
ST. LOUIS.

The relief of earache through or by means of the nasal
ganglion apparently falls into the category of those cases of
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ocular,' mandibular and glossal pain that can be relieved in
this way. No anatomic facts can be offered as an explanation
of these phenomena.

Earache is not an uncommon feature in the syndrome ()f
nasal ganglion neuralgia and may be an isolated manifestation.
In these cases examination of the ear is negative in every
way. This fact has been mentioned often in the course of
the description of that syndrome.

Recently he discovered that the pain of inflammatory dis
orders of the middle ear in patients- who were not sufferers
from nasal ganglion neuralgia could be stopped by cocainiza
tion of the nasal ganglion. To what extent or with what fre
quency this may' prove true he does not know at present. It
appears, however, to be a phenomenon worthy of investigation.
Its therapeutic value would seem obvious, were it a fact of
reasonable frequency.

He had nine cases of earache accompanied by more or less
congestion of membrana tympani, one with obliteration of
the landmarks without pouting, two middle ear abscesses with
pouting, one general rerldening of the membrane, tinnitus,
and the others with congestion of the handle of the malleus
(eustachian tube cases), that were relieved by cocainization of
the nasal ganglion. In one of the abscesses the relief was for
a few minutes only. In this case there was reaSOn to think
that only a very smalI part of the cocain was absorbed. In
the other case, the relief was complete, but it did not at all
prevent the pain of paracentesis. In the case of reddened
membrane with tinnitus, the relief of pain and tinnitus was
complete with one application and they did not return. This
was true of the case with the obliterated landmarks of the
membrane and the cases of slight irritation of the eustachian
tube.

DR. L~~ WALLAC~ DEAN, Iowa City, said: A number of
years ago a woman, aged fifty-eight years about, came under
his observation, complaining of glossodynia and with the
diagnosis of carcinoma of the base of the tongue. Three years
before he saw this patient she suffered from mild coryza ac
companied by pain, localized on the left side of throat and
tongue. In the course of weeks, perhaps months, this pain
became locali€ed in the tongue. It was of a neuralgic type.
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Examination of the throat was negative. No evidence of any
lesion of the tongue. Cocainization of the left sphenopalatine
ganglion gave complete relief. Mild sphenoiditis left was
found. The left sphenoid was operated upon and the gang
lion injected. This gave complete and permanent relief from
the pain.

DR. GREENFIELD SLUDER, St. Louis (closing), said: Dr.
Dean told him of the observation for the control of glosso
dynia and since that time he had injected three old and bed
fast cases of glossodynia.

To find something that can and does control glossodynia
seems to him the most valuable contribution to the subject.
Dr. Dean spoke of not being always able to inject the nasal
ganglion. Dr. Sluder thought that probably we do not always
inject the nasal ganglion. We inject in the vicinity of it and
often get results in that way. Experiment on the cadaver
showed that a needle put through under the posterior tip of
the middle turbinate uniformly landed, if not in. certainly very
close to it.

You can always tum around the tip of the middle turbinate
aod go through the sphenoid foramen. The recommendation
that he would make was that the straight needle be abandoned
and the curved needle used to curve around the posterior tip
of the middle turbinate that can be guided under the pharyn
goscope, as advocated by Dr. Edgar M. Holmes some years
ago, or after your needle goes through the foramen. You
can feel it go through and thus you get anteroposterior play
of the needle in soft tissue by something more than an eighth
of an inch, probbaly more nearly a quarter of an inch, and he
would recommend that procedure for anyone who has trouble
with the straight needle.

Carcinoma of the Larynx and Allied States Treated Locally With
Radium. A Clinical Report.

By OTT() T. FR~R, M. D.,
CHICAGO.

He described the method of application and a series of 27
cases of carcinoma of the larynx treated by radium emanation
and a number of supplementary cases, nasal and laryngeal.

Recurrences.-Among the 27 carcinomas ot the larynx
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treated there were 11 returns of the growths, averaging four
and one-half months as the interval between the last intra
laryngeal radium emanation treatment and the evidence of the
return. Among the recurrent cases were those of six patients
who were predisposed to a return because of the advanced
state of their cancers when treatment was begun, all of them
being of the type called inoperable, with large tumors or very
deep infiltration. The eleven recurrences leave of the 27 car
cinomas 15 where there was no return. Four recurrences, in
cluding one that had made great progress before the patient
came back for renewed treatment, have been successfully
eliminated by reraying. In another patient, a great tumor
that had been permitted to grow a long time by the patient
before he returned, and that occupied the base of the tongue,
disappeared completely after renewed raying.

Since the beginning of treatments with emanation in the
larynx there have been 10 deaths ambng the cancer patients.

DURATIOX OF TREAT;\fENTS AND DOSAGE.

Experience shows that a given dose of emanation rayed
from a large amount of emanation in a short time is more
effective in destroying a growth than the same dose supplied
by a smaller quantity during a longer period. To attain a
certain intensity of raying requires a corresponding increase
in the number of millicuries in the screen used. Within the
last three months increase in the radium supply has made
trebling the dose of emanatbn possible so that a treatment
that formerly took from two to three hours can be given in one.
For intralaryngeal raying this asks less endurance of the
patient, cuts down the number of treatments and so the total
expense, making them available to those of small means. In
the case of a relapse, instead of having to again go through a
series of four to five hours of hour:-Iong treatments, two hours
of raying will suffice, and for prophylaxis from one-half to
one hour will be enough.

REACTIONS.

Reactions consisted of pain, cough, reddening, the formation
of a peculiar, white, clinging membrane firmly attached to and
infiltrating the epithelial layer of the mucosa and of edema.
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While there is much-deep cancerous infiltration of the tissues,
the edema of reaction may be great and cause dyspnea.

Raying of the. larynx through the tissues of the neck from
outside, even if intense and prolonged for seventeen hours
with from 300 to 500 millicuries of emanation, has too feeble
an effect to be reliable. .

srU;CTIVE ACTIO" OF 'fHE RADIUM RAYS AND PROGNOSIS.

Unlike the other \yays of removing cancer, which, with the
exception of the X-ray, destroy the normal with the patho
logic tissue, radium possesses the power to take the life of the
cancer and other cells of low vitality, while sparing, though
lowering temporarily the life of the normal cells. Cancer
cells of a very low vitality as those of the rapidly growing soft
cancers succumb to astonishingly small doses of emanation
that do not perceptibly affect the healthy flesh at all, while un
fortunately other cancer cells may possess a vitality almost
equal to that of the normal tissues and be but little influenced
by great amounts of raying that profoundly affect the healthy
tissues and create violent inflammation of long duration. Such
resistant cancer cells may be made merely dormant over a
variable period by raying and begin to grow again as soon as
they have regained their vitality.

Not only the cancer cells vary in their vitality, but the tissue
cells also, so that a cancer strongly resistant to it gives a hope
less prognosis. The patient's chances therefore depend lar~e1y

upon the proportionate vitality cif his tissue cells and the can
cer cells, and to foresee just what this is cannot be told at
present. Where this proportion is favorable to the patient
raying gives some marvelous triumphs, and the fading away
of the cancer with the emergence of normal parts, especially
the white cords with returning motion where fixed, is one of
the delightful wonders of practice. It is remarkable how long
the cords can endure being imbedded in cancerous masses and
edemas and yet remain intact before the strangling pressure
of the cancer leads to their complete atrophy and disappear
ance, an atrophy that takes place usually without ulceration.

PROPHYLACTIC RAYING.

Considering the tendency to recrurence possessed by a pro
portion of the cases, especially advanced ones, it' is advisable
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to give the patient at intervals of from three to six months a
prophylactic treatment of from 200 to 300 millicurie hours.

Selective action of radium and the effectiveness of raying
from a fossa pyriformis are strikingly shown in one of the
cases.

The experience gained' from the cases here described con
firms the speaker's opinion that, in spite of possible recur
rences, radium emanation, applied intralaryngeally as de
scribed, is the best existing remedy for laryngeal carcinoma,
either intrinsic or extrinsic. The ready control and removal
of cancerous returns and the absence of increased vulnerabil
ity of the normal tissues after an interval of three months or
more have made the outlook unexpectedly favorable for pa
tients with recurrences if reported early enough.

DR. CHEVALIER JACKSON, Philadelphia, said that he thought
Dr. Delavan had some data very much closer related to radium
treatment. His experienc:e was very limited, and he would
like to hear the data of Dr. Delavan. He quite agreed with
Dr. Freer in regard to laryngectomy.

DR. D. BRYSON DELAVAN, New York, said that he thought
nothing could have expressed his own views better than those
of Dr. Freer's.

DR. CHJ~V.\LTER JACKSON, Philadelphia, said that he would
like to ask Dr. Delavan a question in' regard to technic. He
spoke about the preoperative use of radium. What were his
views as to the advisability of that, and also whether or not
there is to be a definite lapsed period after the raying before
the operation, whether it has any effect on the healing?
\Vhether it should be used later before undertaking operation?

DR. CORXELIUS G. CO\KLF.Y, New York, said that at the
meeting of the New York State 'Medical Society in April, this
year, there was a symposium on the treatment of cancer of
the larynx by three different methods, one on radium by Dr.
Quick, another on laryngofissure, and another on laryngec
tomy. He had asked Dr. Quick if he might have the privilege
of seeing some of the results of the radium as to what he
would consider favorable cases in the Memorial Hospital. He
saw there ten cases selected from the 150 odd which he was
able to get to come back. Now, of these ten cases one of them
was a sarcoma of the larynx in a woman, and the result there
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was perfe<:tly wonderful. She had a perfectly clean larynx;
the radiation had been done something like two or two and a
half years, and she had an excellent voice. She had a per
fectly smooth larynx-no evidence of thickening anywhere
within the larynx, and certainly that condition, inasmuch as
it was a bilateral involvement of the larynx, could not have
been accomplished outside of a total laryngectomy, but here
was a woman with a good larynx, a good voice and, so far as
we could see, no possible evidence of returrence. We saw
also another case, an epithelioma involving the pyriform floor,
the epiglottis and the arytenoepiglottic folds. Se<:tion had
been taken of that case and found to be epithelioma, and was
perfectly go.od, smooth, no nodular, possibly most of the epi
glottis was gone; the aryepiglottic fold was in perfectly good
shape, and that case had been a period of two or two and a
half years since the application of radium. He would regard
that as a very excellent result. The third case that he saw
was a man with a bilateral involvement of his larynx of some
what over a year, extending since the last application of ra
dium. He had a very fair voice, husky, the cords were both
nodular, slightly reddened, much like some of the cords we
see after some very bad papillomatous condition. The con
dition was excellent.

Dr. Quick showed a case that had been seen in his office, a
private patient, some two or two and a half years ago, which
he claimed was a cure. The man had an involvement of both
sides 'of his cords and ventricular bands, and he advised him
that laryngectomy was the only chance he had of living very
long. He positively refu~ed operation. Radium was used
and he was shown to me as a cure. He had nothing but a
whisper voice; he had in the upper part of his larynx still some
thickening in the ventricular bands, cords moderately thick
ened, and he had a mass extending from the anterior commis
sure probably into the trachea. He told me that they had
made a direct examination of this patient, and what was seen
was nothing but a scar tifsue. He doubted that, because in
such cases where there are practically always carcinomatous
cells left in that thickening, and it is practically only a matter
of time before recurrence takes place, and so while this man
has had two years of life and has been very comfortable, he
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did not think there is any doubt that time will show that that
patient will have a recurrence. Another case was shown. No
section taken. Anterior part of right vocal cord was visible
and not implicated with any inflammatory or other process,
but he had in the region of the arytenoid a swelling as large
as in the sixth chart here, as big as that, edema. It docs not
seem to me that sufficient has been accomplished yet.

Dr. Coakley said that was the one in which no section was
taken, and you, Dr. Freer, said the cord was perfectly normal.
Now, within a year there was a lesion on the cord at the same
site, and he could not help feeling that lesion was a return of
the same process that was going on, and' whether a larger dose
was going to destroy the remaining cells, it was going to de
stroy all the cells, or was it going to leave some that will lie
dormant a year or two and then start up again?

Now, before radium came into use he could not recall of
a single case of carcinoma of the larynx, hypolarynx, in which
the patient died of metastasis in other portions of the body.
Perhaps his clinical expt:rience was different from others.
But with the use of radium, especially as used years ago, in
smaller doses, before we knew as much about it as we do now,
he had seen a number of cases of metastasis. It was unfor
tunate to report cures in a few months from the action of this
great agent.

DR. HENRY L. SWAIN, New Haven, said that he supposed
that Dr. Coakley would' not want his whole larynx taken out
if he had a small growth on the cord. Every patient would
prefer to have the other possibilities in the way of cure prop
erly exploited first. I f the question he was about to propound
could be answered definitely, he would ask Dr. Freer and Dr.
Delavan what evidence there was that the healing of the tis
sues after the exposure to X-ray has been at all disturbed?
He meant that if one had radium used to the extent of at
tempting to destroy a growth and then wanted to have an
operation, has there been any damage done to the tissues by
its use? He did not quite agree with all that Dr. Coakley said,
although we must in the face of things consider very earnestly
what he has propounded. We have ocular demonstration of
metastasis subsequent to absorption by radiation. It is a mat-

 at Purdue University Libraries on July 8, 2015aor.sagepub.comDownloaded from 

http://aor.sagepub.com/


1218 AMERICAN LARYNGOLOGICAL ASSOCIATION.

ter of extreme importancf' to decide i'f the tendency to meta
stasis in all malignant growths is at all increased by destruction
through radiation. Vole now know most certainly that these
distant tumors are not prevented by this agent.

DR. LEWIs, Philadelphia, said: At the radiologic clinic of
the Philadelphia General Hospital, which has only been in
operation since February, we have been burying emanations
(as he understands this is the method used at the Memorial
Hospital 'in ~ew York) into the growth, whether it be in the
larynx or. the base of the tongue. It would seem to him that
this IT;lethod is perhaps as efficacious and less uncomfortable
to the patient than using an applicator such as Dr. Freer has
-described. He was much pleased to hear him state his re-
sults in the treatm.ent of nonmalignant growths of the larynx.
He has had two very remarkable results, in which radium
needles were inserted int0 the larynx. Both have been oper
ated on repeatedly for the removal of papilloma. After appli
cation of. radium it would be almost impossible to state that
the patient had ever had any laryngeal growth.

As to the technic, he would like to ask Dr. Freer if the ema
nations or the salt of radium was used in conjunction with
an applicator?

DR. D. BRYSON DELAVAN. New York, replied to Dr. Jack
son's question as to when radium should be applied in opera
tive cases, and stated that it is the custom in Memorial Hos
pital, New York, to apply radium before operation. He agreed
with Dr. Freer that the study of radium is still in the experi-
mental stage. .

The use of the word "cure" is unfortunate. Some of the
older operators claimed a cure if there was no recurrence in
one and one-half years after operation. The speaker men
tioned a case of recurrence nine years after operation, and
cited the case reported yesterday in which recurrence of car
cinoma had taken place twenty years after a successful laryn
gectomy. How can it be known that any case is "cured" and
secure from recurrence, whether treated surgically or by any
other means? Only time can prove this.

Dr. Douglas ,Quick, the speaker's associate at the Memorial
Hospital in Kew York, has prepared a review of 156 cases
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. treated with radium at the above hospital during the last five
years. His conclusions. hased upon elaborately studied ma!e
rial, have been worked out with a'II possible accuracy and care.
His impressions of conditions observed have been confirmed
by other competent examiners. In reporting successful cases
the author has avoided the use of the term "cured."

The speaker then presented the following summary of con
clusions of this study by Dr. Quick:

1. While radium offers a hope to a larger nUl1Jber of cases
of cancer of the larynx than the other methods, its .use must
be considered as yet, to a certain extent, experimental.

2. Before treatment of a laryngeal neoplasm is undertaKen
proper classification, based upon what can reasonably be hoped
for should be made and the method and intensity of treatment
governed accordingly.

3. While treatment of primary operable intrinsic cancer of
the larynx is permissible, the evidence to date does not war
rant advocating it as the agent of choice.

4. It is suggested that the preoperative use of radium in
operable cases would add materially to the end result.

S. Surgical exposure ma.y frequently be used to advantage
in radium localization.

6. The radical use of intensive radiation is permissible in
cases offering.a reasonable hope of complete r~covery.

7. The conservative use of radiation in inoperable cases
offers palliative relief in a large percentage.

8. Radium should be withheld in the very advanced cases.
DR~.FREER asked Dr. Delavan what the dosage of the ema-

nations used was.
DR. DELAVA"l: The dosage depends altogether upon the case.
DR. FREER: And how applied and where?
DR. DELAVAN: Extrinsic, intrinsically mainly through ema·

nations. Many were treated with large doses extrinsically.
DR. FREER said that his claim, of course, was that this meth

od, which he presented had the merit of exactness in two
directions: First, the p.xact application of the screen to the
diseased part, which was highly important, so that the dis
eased part gets more int>tnse radiations, or, secondly, ability
to change the dose. There is no comparing little doses with
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tremendous dosage of radium in the refractory c<~ses lIe
was Sure that in the larynx 100 me. ,vill produce a nioderate
reaction. He kne:w 300 would i)foduce tremerHlous reactioq.

DR. CORNF:LIUS G. COAKLtY, New York, said that these iIIlr
plantations done in small capsules are done under direct exam
ination, where they can be accurately placed in the mass at
whatever situation, and they are introducing several- -any
where from two, four' to five, in accordance with the size of
the mass. There can be no question as to where he is going
to introduce them; he does it accurately.

DR. FRtF:R: Docs he us~ suspension?
DR. COAKLEY: No, direct tubal examination.
DR. FRtER:. He doesn't use a mirror?
DR. COAKLEY: He does use a mirror to some extent, but

trusts considerably to direct examination of the larynx. They
use a broad spatula; he lifts the epiglottis, which gives you an
excellent view of it, and sometimes under local and sometimes
under general anesthesia. Is that right, Dr. Delavan?

He is under :the impression that much larger doses put into
some sort of container, shaped much as your container but not
held in that position by a mechanical instrument but held there
at t~€ time of application by an assistant, guided by a mirror
and much of it by direct method but with large doses that he
has, he believed five to twenty to thirty minutes was sufficient.

DR. FRtER was delighted to hear Dr. Coakley was reaching
the same conclusions that large doses of emanation are the
correct thing.
Exper1ments With Atmospheric Pressure In the Maxillary Sinus.

DR. ROCKwtLL A. COFFIN, of Boston, read this paper.
The question of demonstrating the atmospheric 'pressure in

the sinus maxillare was first suggested to the writer and his
assistants by two cases presenting subjective symptoms of
antral iinfection in which the transillumination, Roentgen
findings and experimental puncture were negative.

While it is not within the scope of this paper to consid~r the
cause of the various phenomena found during. these experi
ments, we are tempted to enumerate such causes as suggest
'themselves. \Vhere the maxiUary,sinus is fairly large and the
ostium is extremely small or occluded, the amount of resi.dual
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air is considerable.."This air gradually :becomes warmer from
the heat of the bOdy, which would make it many degrees warm
er than air of a temperature of say, 70'degrees, passing through
the nose. Likewise- this retained air would take up a percent
age of moisture, which, if the ostium wereextreme1y small or
obstructed, would produce a slight pressure. Gases about the
roots o~ defective teeth, .sometimes discharging into the. sinus,
tend to increase the slight pressure already present, especially
if there is coexisting obstruction of the ostium with no acces
sory openings. Several cases have shown that the pocket
formed at times back of the anterior tip of the middle turbi
nate seems to be an additional ~ause of increased pressure
in the sinus. Since we did not find negative pressure ·in any
of the maxillary sinuses when respiration was at rest, because
of the close proximity of the openings, it ~eemed probable that
much the same conditions existed in the frontal and anterior
ethmoid cells, provided they were not connected with the pos
terior ethmoid cells. . However, further investi'gation will be
necessary to prove this. If negative pressure exists for any
length of time in the maxillary sinus it must be a rather rare
occurrence, unless air is passing through the nose. That these
findings have some practical bearing on a few obscure cases
in which there is a pain about the antrum would seem to be
shown in the following two cases.

These two cases would seem. to show, beyond any reason
able doubt, that high atmospheric pressure in the maxillary
sinus was the cause of the pain, for in. the first case the press
ure was removed by opening the antrum under the inferior
turbinate, and in the second case the pressure waji reduced by
the escape of air through the ostium.

In no case, whether normal or abnormal, were we able to
demonstrate any constant partial vacuum when respiration
was at rest.

Positive pressure was the rule during exhalati9n, except
when the ostium was blocked.

Negative pressure was the rule during inhalation, except
when the ostium was blocked.

It is possible for marked positive pressure to exist without
secretion or pus, when the natural opening is obstructed.
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Symptoms of pain may result from positive pressure, without
the presence of liq,uid in the sinus, if there is any obstruction
of the ostium from any cause whatsoever.

Cancer of the Larynx.

DR. P~RRY G. GOLDSMITH, Toronto, Canada, said that twen-
ty-five years ago Dr. Henry Butlin removed the right vocal'
cord for carcinoma. The man remained well until a year ago,
when he felt a hard anq fixed mass below the angle of the
jaw.· I saw the man. His ~onsi1 projecetd forward; the mass
was apparently external and posterior, and no ulceration was
to be seen, and he had no complaint regarding the tonsil.
Eventu~l1y he died and this is his larynx. A section for· ex
amination was made through the tongue; the anterior pillars
were involved, and the lingual area has· been sectioned also.
Both areas were definitely carcinomatous. This shows the
larynx twenty~five years after he has had thyrotomy, and I
think that in itself is very unique. It also shows the larynx
of a man after he has been cured of carcinoma in another
region.
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